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oe ADMINISTRATION of a 


hospital in relation to medical 
progress seems to suggest the 
question as to whether the hospi- 
tal and medical progress are re- 
lated. Let me point out that we 
have perhaps two different phases 
of hospital service which deter- 
mine progress and also have very 
much to do with the patient in the 
hospital. First, I think the psy- 
chical factor, which carries with 
it fear and worry and anxiety, is 
very important in the care of the 
patient, and in that field very 
great progress has been made. A 
second factor relates to increas- 
ing medical knowledge. These 
are the two phases I will discuss 
in their relation to administration. 


Placing the Hospital in Good Environment 


First of all, let us take the progress which has 
been made in the psychical phase of a hospital. The 
administration is responsible for placing the hospital 
in its environment; a good administration will see 
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to it that, in planning the hospi- 
tal, it will have the most pleasant 
surroundings possible. That is 
the first thing administration does 
which contributes to the psychical 
factor. Secondly, good adminis- 
tration will see to it that the pa- 
tient, his friends and relatives 
and everyone who enters the hos- 
pital will have a pleasant wel- 
come, that there will be a per- 
sonnel to bear, so to speak, the 
insignia of the hospital to express 
its purpose, and its desire to 
serve the public. 
Maintaining a Good 
Hospital Spirit 

A good administration means 
that all the services on the floors 
will be of a type that will represent the high stand- 
ards of the hospital. The maid service is impor- 
tant. In a large hospital there are a great many 
maids. There should be a school in which to train 
them. In the better department stores a school is 
maintained for the training and enlightenment of 
all the employees. These schools, they tell me, are 





one of the most important factors in making the or- 
ganizations effective. From what I have seen at 
various times in certain very large institutions, it is 
of first importance that the administration teach not 
only the necessity of courtesy and tact, but how to 
be courteous and tactful in given situations. 


A good administration will not stop with the non- 
professional personnel in emphasizing standards of 


service. The nursing staff and the interns should - 


be made to realize their value. The whole spirit of 
the nursing can be made so cold and disinterested 
that it is difficult for a patient to have the equanimity 
that is entirely necessary to get the best results. A 
single nurse may greatly harm the spirit of the in- 
stitution. I think all of us at times forget how im- 
portant it is that our own attitude reflects the spirit 
we desire to permeate not alone the front door and 
corridors and the maid service, but the nursing serv- 
ice and the intern service as well. Moreover, I should 
say that this is a primary function of the staff itself, 
to keep and maintain a hospital spirit which is proper 
and fitting for the hospital to exhibit. 


Good Administration and the Patient's 
Psychology 


Finally, when a patient, if he is a surgical patient, 
is brought to the operating room, he should feel as 
fully confident and as far removed from fear and 
worry as is humanly possible, and I say that that is 
possible when an administration all the way through 
—the non-professional and the professional staff— 
nursing and medical, have a unified idea of the dev- 
astating effects of fear and worry and anxiety upon 
anybody who is in trouble. You can almost tell the 
character of the administrator of a hospital when you 
sense the atmosphere of the hospital and you sense it 
very quickly. 


There are certain diseases, such as exophthalmic 
goiter in particular, in which the administrative po- 
tentialities for the protection of the patient against 
the ravages of the disease are enormous. There are 
diseases in which the lack of provisions for the emo- 
tional protection of the patient may have tragic re- 
sults. That has happened more than once, especially 
among little children, and with foreigners, who do 
not understand our language. It is very important 
that good administration surround these people with 
the right attitude on the part of everyone who comes 
in contact with them. This is a true function and 
spirit of the good hospital. 


Good Administration Insists Upon Good Case 
Records 


Let me now point out what good administration 
can do for the progress of medicine in other direc- 


tions. First of all, many more difficulties present 
themselves in making medical progress from the 
study of the patients and their records than in mak- 
ing progress in biochemistry or biophysics. It is 
far easier to study the guinea pig than it is to study 
the patient, for each patient presents an individual 
problem. A good administration, therefore, insists 
upon good records. There should be either good 
records or no records, so that one will not be misled 
into a false report by having poor and misleading 
records. So a good administration can contribute to 
medical progress by seeing to it that there is a good 
record of every patient that goes into the hospital. 
What gives opportunity for some of the finest prog- 
ress in medicine that has been or is being made is a 
record of the results of the methods of treatment 
employed. 


Large fields in the progress of medicine have been 
opened through the x-ray department. The x-ray 
report constitutes an important part of the record 
which can be studied and will contribute to the prog- 
ress of medicine. This has been proved in the diag- 
nosis of intestinal diseases, of lung diseases, of 
pituitary diseases, of brain tumors, etc. Good ad- 
ministration will see to it that there is at the disposal 
of the x-ray department good equipment, facilities 
for good records, and an adequate staff. 


The administrative department has a relation to 
the progress of medicine in other laboratories, in the 
laboratories of biochemistry and the clinical labora- 
tories. In these laboratories facts are being col- 
lected which must be depended upon or false con- 
clusions will be drawn. Good administration will 
see to it that there is the opportunity for collecting 
data and material by having suitable apparatus and 
an adequate staff. 


A good administration has its part to play in con- 
nection with the department of pathology. In the 
department of pathology there is again a fundamen- 
tal branch of science that plays a large role in the 
progress of medicine; and good administration will 
see to it that a pathological laboratory is established 
and properly equipped and staffed. 


Good Administration Provides Opportunities 
for the Intern Staff 


A good administration will see to it that there are 
good records and that there is someone to file the rec- 
ords in an orderly fashion and to index them so that 
they are readily available for study by those who wish 
to use them. It seems such a pity that often there are 
masses of material that have cost the hospital much 
money and have served every purpose up to a cer- 
tain point, but the material is not in a form in which 
it can contribute to the further progress of medi- 
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cine. There is one other part with respect to the 
advance of medicine which I wish to mention, but 
before I do that I should like to say a word about 
the intern staff. A good administration will recog- 
nize the importance of the intern staff and will know 
its members personally. It is very important to find 
out how you can so arrange these opportunities for 
these young men so that they may be developed and 
eventually contribute their part to the advancement 
of medicine. 


My final point is this: I have seen many hospitals 
in which the administrative department is as keenly 
alive to the projects that the medical staff have in 
hand as are the medical men themselves. A good 
administrative staff will understand the problems 
and will recognize that by assistance and ufhderstand- 
ing and encouragement it can take a great part in 
the progress of a research. 


The Qualifications of Good Administrators 


Finally, I should like to close by pointing out that 





the administrative part of a hospital, after all, must 
be in the hands of very superior men and women, 
of good education, pleasing personality and sympa- 
thetic understanding. I do not know what we could 
accomplish in a hospital if the staff did not have the 
backing of a good administration. Nothing is ac- 
complished at the present time in this modern com- 
plex civilization of ours by an individual who stands 
alone. When I speak of good administration I do 
not mean only the people who are in the front office, 
though I have already emphasized their importance ; 
I mean the staff, the nursing division, and everyone 
concerned with any department of the hospital. In 
the administration, for example, of a large surgical 
clinic, of a great specialist’s clinic, a heart clinic, a 
tuberculosis clinic or a neurological clinic as of a 
hospital, it does not matter whether the administra- 
tion starts with a doctor or a superintendent or who- 
ever it may be, the fact is that if that institution is 
to be a good institution, there must be coordinated 
administration in order to achieve the greatest medi- 
cal progress. 








The 1937 Institute for Hospital Administrators 
will be held at the University of Chicago, in Chi- 
cago, preceding the convention of the Association in 
Atlantic City, September 13 to 17. It will, as in 
former years, be conducted by the American Hos- 
pital Association. The tentative dates for the In- 
stitute are from August 30 to September 11. Co- 
operating with the Association in conducting the 
Institute are the Chicago Hospital Association, the 
American Medical Association, and the American 
College of Surgeons. 


The Committee on Arrangements for the Institute, 
of which Dr. Michael M. .Davis is chairman, is ar- 
ranging a course of lectures, seminars, round tables, 
and field studies which will. make the 1937 Institute 
of the greater possible value to the students. Oppor- 
tunity will be provided for the students to make spe- 
cial studies of hospital operation, in which they may 
be especially interested, in the various hospitals in 
the Chicago metropolitan area. 


The series of morning lectures will be given by 
recognized authorities in the hospital and allied pro- 
fessions and the seminars will be conducted by quali- 
fied leaders. Dr. Malcolm T.-MacEachern and his 
assistants will conduct the round tables. Field studies 
will be assigned to groups of twenty students, and 
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the afternoons of the Institute will be given over 
largely to these studies. 


The refresher courses, as outlined at the Institute, 
have attracted almost five hundred administrators 
from all over the world during the past four years. 
They have been of great benefit to those who have 
attended, professionally as well as financially. 


The Institute in 1937 promises to be exceptionally 
well attended; several applications for registration 
have been received already. 


The arrangements for the living accommodations 
for the students of the Institute are ideal. The Uni- 
versity of Chicago has generously granted the use 
of the facilities of Judson and Burton Courts for 
those who wish to live on the campus during the 
Institute. 


At the Cleveland convention an Alumni Associa- 
tion was organized with an attendance of over sixty 
who had attended previous Institutes. 


The Committee on Arrangements for the Insti- 
tute would like to have a complete list of registrants 
as early as possible, in order to arrange the sessions 
of the Institute so as to give the largest return to 
the students. The Executive Secretary of the Amer- 
ican Hospital Association will give prompt attention 
to all inquiries. 













The Surgeon General's Library and the 
Romance of the Index Catalogue 


COLONEL HAROLD WELLINGTON JONES, M.C., U. S. ARMY 
The Librarian 


O... HUNDRED. YEARS AGO during the admin- 
istration of ‘President- Andrew Jackson, Joseph Lov- 
ell, the Surgeon General of the United States Army, 
began a small collection of books for the use of the 
few. officers of the Medical Department in Wash- 
ington. Within a few months General Lovell lay 
dead, justly mourned by all who knew him. He 
lad been Surgeon General for eighteen years and 
during his time in the service he had made a record 
for things well and thoroughly done. Nor does his 
record lack for progressive ideas advanced and put 
into practice. If he had founded no library he as- 
suredly would be remembered for a faithful servant 
of the Government and as deserving of high respect. 
Yet the inconspicuous act of collecting a few medical 
books, the nucleus of a library, marked him as one 
whom future ages would honor, for in the century 
that has passed that collection has grown into the 
greatest and the most valued assemblage of medical 
books ever gotten together in one library since time 
began. More than that—within a half century was 
started in that same library a catalogue of the med- 
ical literature of the world, so far reaching, so com- 
prehensive, so accurate and so original in conception 
that in the fifty years which have elapsed since it 
has had no competitor and no successful imitator 
anywhere from London to Tokyo. Now as the 
library enters its second hundred years, it has just 
come to celebrate its centenary and has been honored 
in personal messages by many great names, names 
which have been proud to render homage at the 
ceremony. It has also been favored by the presence 
of one of the greatest medical men of England, who 
crossed the Atlantic that he might deliver the oration 
at its jubilee. The Royal Society, the British Mu- 
seum, the University of Oxford, the Royal Caroline 
Institute of Sweden, the University of Bologna, the 
Bavarian Academy of Science, the Royal Colleges of 
England and Ireland, the Peiping Medical College 
of China and many others have sent Diplomas of 
Honor, while more than two hundred learned insti- 
tutions and libraries from South Africa to Sydney, 
from Palestine to Siam and from Morocco to Poland 
sent messages of congratulation and vied with one 
another to pay tribute to the hundred year old insti- 
tution. 


What then has the Army Medical Library, as it 
is now called, done to deserve all this, and how does 
it differ from other medical libraries? Let us study 
its history and we shall see. We may pass over its 
tender years following the founding in 1836, when 
it occupied a room in a building near what is now 
the State, War and Navy Building on Pennsylvania 
Avenue, for the old building disappeared long ago. 
Later the books came to occupy a part of the Sur- 
geon General’s Office in the Old Riggs Bank Build- 
ing, and I dare say until the close of the Civil War 
there was nothing particularly noteworthy about 
the collection, which numbered only about two thou- 
sand. 


John Shaw Billings Begins His Labors in Building 
Up the Library 


Then suddenly a dynamic personality, the Man of 
the Hour, appeared, for John Shaw Billings came 
to Washington to make a library with the $80,000 
which Surgeon General Barnes had secured from 
hospital funds left over after the conflict. Billings 
moved in and his ideas moved in with him. That 
was seventy years ago and in more than half a cen- 
tury the keenest medical minds in the world have 
failed to discover anything seriously wrong with 
Billings’ creation. Doctor Billings perceived several 
important facts almost at once. One was that the 
Library’s accommodations were woefully small, a 
fatal obstacle to his plans. Another was that a cata- 
logue of the important books and journal articles of 
the medical literature of the world had to be made 
for the use of the medical profession. A third was 
that to make such a catalogue a great collection must 
necessarily be acquired and assembled in one building 
and that without loss of time. He perceived that the 
time was ripe and that if his work were not done in 
his lifetime, it might never be done at all. The man 
of genius began his great task, nor did he relax until 
he could hand the torch to his trusted collaborators 
nearly thirty years later. On June 1, 1895, the last 
volume of the First Series of the Index Catalogue 
was finished—his “labor of love,” as he called it, 
was done and he himself moved to another great 
undertaking. 
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A Corner of the Library Hall, Army Medical Library, Washington 
(The Index Catalogues are in the foreground) 


When Billings began his labors in building up the 
Library in 1865 there were fewer than 2500 vol- 


umes, and a tiny catalogue of two dozen pages shows 
how limited was its scope. Contrast the pamphlet 
with the huge volume shown beside it, the Index 
Catalogue of the first volume of the First Series 
issued in 1880, and containing medical literature 


under the letters A-Berlinski only! By the year 
1888, when Billings had been at the Library twenty- 
three years, there was a new building (the present 
one) and his collection had grown to over 85,000 
books and nearly 300,000 journal articles, while the 
Index Catalogue or key to the Library’s treasures 
was well under way. 


Colonel Billings (for he was an army officer as 
well as a doctor of medicine) knew books and knew 
them well. To get the treasures he coveted he did 
everything but steal them, and Oliver Wendell 
Holmes even suspected him of that and said so in 
his humorous way! From private coliections, by 
gifts, from auctions and sales he steadily and quietly 
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secured the books. he wanted and Congress gener- 
ously provided the funds to purchase them year by 
year. Before he left the Library he had collected 
copies of more than two-thirds of all the medical 
books printed prior to 1500. These are known as 
“incunabula.” The collection of incunabula is the 
largest in this country, possibly in the world, and 
contains many books which are the only known 
copies, as well as others not to be found in more 
than one or two libraries elsewhere. It has manu- 
scripts of the time of Chaucer, much of which has 
not yet been put into readable English. Among its 
thousands of rare books are Sir Thomas Brown’s 
Religio Medici, Bell’s original atlas of water colors, 
Pirogoff’s huge Anatomy, and a marvelous collec- 
tion of colored anatomical illustrations extending 
over a period of 200 years. Many books purchased 
for a few dollars are now unobtainable. The collec- 
tion of etchings and portraits of physicians ap- 
proaches ten thousand. At the present time few 
rare books are being added to the Library, but most 
current and important medical books are bought as 





“A Comparison” 


appropriations permit. Of the medical journals of 
the world the Library subscribes to about 1800 from 
all the countries issuing them. The collection of 
theses of the University of Paris is unbroken from 
the time of the French Revolution to the present day, 
and is not to be matched even in Paris itself. 


The work of Billings, Fletcher and Garrison in 
building the Library has been well described in a 
paper by Major Hume* and since printed in several 
foreign journals, and those who wish a more de- 
tailed account of the Library itself should read it. 
It is my purpose rather to acquaint the reader with 
the method of producing the great Index Catalogue, 
and how this reader, be he author, or one engaged in 
research, or busy hospital worker, may unlock the 
door to the literary treasures of medical lore which 
he needs for a specific purpose. 


Interesting Steps in the Development of the Index 
Catalogue 


The Index Catalogue came into being because of 
Billings’ dissatisfaction with the existing order of 
things. Even as he was graduated in medicine and 
was writing his thesis he searched and often in vain, 
through hundreds of books and journals for infor- 
mation on a particular subject. In no way could he 
be sure to find material of value to him and never 
could he be sure he had not missed precisely what he 


~ *The Centennial of the world’s largest medical library. Mil- 
itary Surgeon, Vol. 78, No. 4, April, 1936, by Edgar Erskine 
Hume. 


was looking for. There was no adequate library in 
all the broad acres of his native land, and even in 
Europe he would have to travel far and wide, and 
perhaps his quest would be in vain. 


He did not sit down and wait for something to 
happen, for then and there was the idea born, to 
come into actuality some twenty-five years later. In 
that quarter century Billings did muck thinking and 
that to good effect. Near the close of the Civil War, 
he, who had served with distinction, was called to 
Washington and given a free hand in making the 
library worthy of the name. 


Billings did not produce his Index Catalogue at 
once. He moved slowly, but along with buying 
books on every hand and securing medical journals 
from all over the world, he began cautiously the pub- 
lication of a catalogue. His first work was known 
as the Catalogue of the Library of the Surgeon Gen- 
eral’s Office, with an alphabetical list of subjects, 
and was published in 1872. Two years later he pro- 
duced a second catalogue in three volumes. This 
work, however valuable and comprehensive at the 
time, was merely an author list of works in many 
languages. One had to know what a man wrote 
about and then to search under his name. It was 
unsatisfactory and no one knew that better than 
Billings. 


In 1876 what Billings called a “Specimen Fascicu- 
lus’ was printed. It was a momentous event—the 
beginning of an era in medicine. This work was a 
volume of the same sized pages as the famous Index 
Catalogue to appear later ; indeed, it was a trial bal- 
loon to be sent out to the profession, to those who 
were capable of constructive criticism. This volume 
was but seventy-two pages and began with AABEC, 
a bush as useless as its name would suggest, to end 
with AIR. How many copies of this were printed 
and sent out I do not know. Billings in the preface 
says, “A few copies of the Specimen have been 
printed in order to show the character and scope of 
the collection, to obtain criticisms and suggestions as 
to the form of catalogue which will be most accep- 
table and useful.” He also indicated that this would 
result in data’s being obtained for the decision as to 
whether it would prove desirable that such a work, 
to run through the entire alphabet, should be printed 
and distributed. The specimen book was a com- 
bined catalogue of subjects and authors under a 
single alphabet, which is the order that is followed 
today. 


One of the things the great bibliographer desired 
decided was whether the form he submitted was 
preferable to two separate works, one to contain the 
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authors and the other the subjects. He stated then 
that he favored the single alphabet, and time has 
proved the wisdom of this decision. Billings did not 
intend to classify all the medical literature of the 
world, but he did intend to list all the items in a vast 
library he foresaw in the future. He made but one 
error—he stated in writing in the preface that a com- 
plete catalogue on his present plan, much of which 
was already prepared for printing, would make “five 
volumes of about one thousand pages each,” whereas 
it actually made sixteen volumes! ‘As was custom- 
ary in his day he signed himself, “Your obedient 
servant.” How many of us today are his obedient 
servants ! 


The response to the “Specimen Fasciculus’” was 
almost immediate and was uniformly favorable. So 
hegan the Index Catalogue in 1880, when he who 
has humbly followed Billings and who now writes 
these lines at the Master’s desk was learning to walk. 
How often have I looked at his picture over my 
head and wanted to talk to him! 


The gigantic task of classifying and cataloguing 
the literature of the medical world which reposed in 
such vast quantity in the Library and which in the 
end reached sixteen large volumes with more than 
a million references, was finished in 1895. Fifteen 
long years had Billings labored when he laid down 
his pen. He had produced one of the greatest works 
of all time, the greatest, the most comprehensive 
piece of medical bibliography that had ever been 
accomplished. He had become an American Im- 
mortal, and as time goes on his name looms the 
greater. 


Following Billings, who left the Library in 1895 
to retire from the army and to become the head of 
the combined New York Public Libraries, a line of 
officers have come and gone as librarians. Each one 
has carried on the tradition, each has added some- 
thing. The Library, built in Billings’ day and 
through his efforts and invention, has grown to a 
mammoth collection, its staff has been increased until 
there are now twenty-seven persons employed in it. 
All are appointed under Civil Service Rules and 
many have been here for decades. 


The Army Medical Library Not a Mere Repository 
of Printed Matter 


The casual reader who comes to the Army Medical 
Library in person may consult the unbound journals, 
documents and statistical material in the first floor 
Reading Room or the bound volumes in the second 
floor Reading Hall. Many readers, especially army, 
navy and public health officers, and many physi- 
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An Early Picture of John Shaw Billings (Circa 1870) 


cians residing outside of Washington, write for pub- 
lications which are loaned through army posts or 
through libraries near the home of the person send- 
ing in the request. Loans of books are made gener- 
ally through inter-library loans—that is, an intern 
in a hospital will secure loans through his hospital 
or other library. As a rule, persons who desire loans 
of books are expected to consult the Catalogue or 
the Quarterly Cumulative Index for references, at 
home. Occasionally if neither the Index Catalogue 
nor the Cumulative Index is available, lists of refer- 
ences are compiled upon request, by members of the 
Library staff and also where the material in the files 
has not been printed it is sometimes made available. 
Generally much of the literature named in the bibli- 
ography can be obtained from the larger libraries 
throughout the United States. The Quarterly Cumu- 
lative Index, published by the Journal of the Amer- 
ican Medical Association, should be used in connec- 
tion with the Index Catalogue, since except under 
the letter of the volume last published the Index 
Catalogue is never entirely up to date, as it takes 
nearly fifteen years to complete a series from A to 
Z. The A volume of the Fourth Series, containing 
all medical literature references under A, for in- 
stance, was printed in 1936 and is up to date, and 
the B volume is not yet published, although due early 








in 1937, hence references 
under B are only up to 
date to 1922, the date of 
the issue of the B volume 
in the Third Series. In 
former times the library 
published as a_ private 
venture and not under 
Government auspices, the 
Index -Medicus, which 
was designed to fill in the 
gaps temporarily until 
the particular volumes 
awaiting publication came 
to be printed. This pub- 
lication, for lack of finan- 
cial support, was termi- 
nated in 1927, 
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Catalogue. At the outset, 

even at the risk of repe- 

tition, it may be said that the Library is insepar- 
ably bound up with the Index Catalogue itself, the 
key that unlocks the storehouse of knowledge. It is 
the Index Catalogue by which the Library is known 
throughout the world; it is the Catalogue for which 
the Library gathers and classifies its books and jour- 
nal articles, and every member of the staff here gives 
his time and labor daily to the end that the Cata- 
logue shall be as complete and satisfactory as it is 
possible to make it. In its printing of the Index Cat- 
alogue then, this Libary differs from other libraries 
and is never to be considered, as some are wont to 
regard it, a mere repository of printed matter in 
many languages. 


The Army Medical Library contained a year ago 
about 400,000 volumes (about 346,000 bound) and 
about 559,000 pamphlets, with a total of 952,619 
different items. Unlike other libraries, it has refer- 
ences on file to all journal articles dealing with medi- 
cine or borderline subjects. These files are later 
incorporated in the Index Catalogue. Many of the 
sets of journals are complete from their first ap- 
pearance. 

The activities of the Library in making and using 
the Index Catalogue can be conveniently divided into 
the following groups: 

A. Collecting material (“book selection and pur- 

chase”’) 

B. Admission of collected material to the Library 

(“entering”) 
C. Selection of material for the Catalogue 
(“checking”) 


D. Making cards for selected material (“index- 
ing’’) 
E. Preliminary classification of cards (“head- 
ing”’) 
. Keeping the “manuscript” Index Catalogue 
(‘“filing’’) 
. Medical, bibliographical, and clerical editing ; 


. Filing the “documents” used for the Index 
Catalogue 


. Use of the Index Catalogue (“information 
service” 


. Production and Distribution of the Catalogue 


A. Collecting Material 


The Library receives its material partly by pur- 
chase and partly by donation. At present about 
1800 journals come in currently, in 18 languages. A 
few journals come free. Many books are received 
from the Library of Congress but not all medical 
books received under the Copyright Law in that 
Library are so presented and many have to be pur- 
chased. Many books are contributed direct by au- 
thors. Foreign books almost invariably have to be 
purchased. All the larger book-sellers send us their 
catalogues, and books are selected from these lists 
as well as from book-trade journals. Many official 
publications of the Government and the several 
States are received free, as are many publications of 
educational institutions throughout the world. 
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The selection of books and journals is the respon- 
sibility of the librarian, assisted by the two assistant 
librarians and the junior librarians. Books and jour- 
nals purchased abroad are paid for by our military 
attaches in the several countries from appropriated 
funds. The necessity of keeping within appropria- 
tions frequently dictates selections. 


B. Admission of Collected Material to the Library 


When books and journals arrive at the Library, 
they are stamped, the journals going to one room 
and the books to another. Current periodicals are 
registered on a file, which helps in completing sets 
of periodicals, and compiling a mimeographed list 
of current periodicals. Periodicals and pamphlets 
related to statistics are separated from other jour- 
nals. Books received are checked against the order 
file. They are stamped, and, whenever possible, a 
printed card is ordered for the book from the Library 
of Congress Card Division. A bookplate is glued 
on the inside of the book-cover, and the book is 
accessioned and numbered. 


C. Selection of Material for Indexing 


The medical members of the Library staff, that is, 
the librarian and the two assistant librarians, select 
the material for indexing. The assistant librarian 
examines all journals, the transactions of societies, 
etc. Another assistant librarian examines statistical 
journals and documents, as well as the books, which 
are also checked in some instances, and analytical 
entries made if the book is a collection of several 
works or of articles of varying natures. In the case 
of certain journals every article is indexed and fre- 
quently other matter as well. In some journals noth- 
ing is indexed because perhaps nothing touching 
upon medicine appears in that number. Yet the 
very next number may contain something of im- 
portance. 


D. Indexing 


The journals which have been checked are sent to 
the four indexers on the first floor. The indexers 
also make cards for theses. Books are sent to the 
accessioning room for analytical book cards. Sta- 
tistical publications and documents of governments 
are sent to the Statistical Section (on first floor) for 
indexing. Cards made by the “indexers” are re- 
turned to the assistant librarians for preliminary 
classification. 


The work of the indexers is not an easy one. For 
journal articles they have to make one card only, but 
for books and pamphlets three cards are required, 
sometimes more, depending on the number of neces- 
sary reference cards. One of the three book cards, 
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a small one, is used for the permanent card catalogue 
in the Library Hall, while the other two are for 
the printed Index Catalogue. 


The indexers meet difficulties at every step in 
making their cards. Sometimes, the author’s name 
is a very complicated one; at other times the title 
of the article or thesis is very long, or it is in a for- 
eign language which needs translation. Again, the 
reference to the journal must be uniform and accu- 
rate to the smallest comma or accent. To insure 
exactness, especially to have the pagination of refer- 
ence correct, the cards made by the indexers are 
checked against the original article. 


The Scandinavian, Dutch, Turkish, Roumanian, 
Finnish, Russian, and Polish titles are translated into 
English and go later into the Catalogue in “Brack- 
ets” to indicate the fact of translation. The Hun- 
garian titles are translated in another room for con- 
venience. The other journals are in English, French, 
German, Italian, Spanish, and Portuguese. Fortu- 
nately for the readers, most of the Japanese journals 
are also published in German. 


E. Heading 


Subject classification of the cards made by the in- 
dexers is called “heading” in the Library slang. 
Heading is a very important phase of the Library 
work, and is done by the medical members of the 
Library staff, that is, by the librarian and the two 
assistant librarians, who have to keep themselves up- 
to-date with the medical terminology. Even so, the 
classification at this phase of the work is only pre- 
liminary, because in a few years, when a particular 
subject comes to editing, it may require a new name 
and new aspects. Many are the arguments among 
the staff on what classification should be made. Not 
infrequently, after a volume has been completed, it 
is realized perhaps that a certain choice was unfor- 
tunate. However, it must be understood that per- 
fection in arrangement and complete agreement with 
all of those who use the Index Catalogue are im- 
possible. 


F. Filing of Manuscript for the Index Catalogue 


After the cards have been headed with the proper 
medical term expressing the main idea of the author 
of the book or journal article, they are sent to the 
filing room where they are filed in boxes behind a 
veritable regiment of guide cards. They are now 
ready for the use of readers and patiently await their 
turn for printing, which may be as long as fifteen 
years. Material filed under “A,” for instance, will 
not be printed until the Fifth Series is begun, per- 
haps in 1950. Once they have been printed the cards 
are destroyed. 





G. Editing 


The editorial work on the printed Index Catalogue 
begins in the office of the assistant librarian in charge 
of editing the Catalogue, who prepares the final 
frame of subject headings and sub-headings accord- 
ing to the current medical nomenclature, collects all 
cards available in the manuscript card file for a given 
subject, makes corrections of text or spelling or of 
transliteration of Russian names, and looks for the 
correct bibliographical form of each entry. Then 
the cards are arranged under the chosen subheadings, 
and cross references made to other related subjects. 
In doubtful cases of medical terminology, the libra- 
rian himself decides what terms shall be used. 


Thereafter, the cards are arranged in alphabetical 
order under the various subheadings, and the abbre- 
viations made uniform according to the present style 
of the Index Catalogue. Meanwhile, the so-called 
author cards and biography cards have been pre- 
pared and the biographical data of authors searched 
for. These cards, together with the subject cards, 
are combined in one alphabet of authors and sub- 
jects, and sent to the Government Printing Office, 
where the type is set up directly from the cards by a 
monotype machine. The printing office sends one 
galley-proof and three page revisions, and these all 
undergo searching revisions, for the detection of the 
smallest errors. Even a wrongly placed accent in a 
French title must be corrected. “Author’s correc- 
tions,” as the Library’s errors are termed, are expen- 
sive and in one year despite the greatest care will 
sometimes exceed one thousand dollars. 


H. Filing of Documents 


After the material received by the Library has 
been properly indexed and cards made, the current 
journals are sent to the Reading Room, which has 
a special card file. The journals are kept on shelves 
until the completion of a volume. Statistical mate- 
rial and Government publications are filed in the 
Statistical and Document Section, the foundation of 
which is a generous gift of the Prudential Life In- 
surance Company. Books and theses are sent to the 
Library Hall, where the theses are put into boxes, 
and the books are placed according to their subject 
matter and a typewritten shelf classification. Here, 
the bound volumes of journals and transactions are 
also stored. Duplicates have been placed in the base- 
ment rooms. Unbound material is sent periodically 
to the Bindery of the Government Printing Office, 
and volumes for binding are prepared in a separate 
room where much of the unbound and incomplete 
sets of journals are kept. 


I. Information Service 


The routine requirements of the Library neces- 
sitate a set of the Index Catalogue in almost every 
department. Information of the most diverse char- 
acter is requested from persons in all parts of 
America and from many countries of Europe and 
South America. While the Library does not main- 
tain a department of research as such, members of 
the staff are generally able to give the information 
required or to state where it may be secured. Fre- 
quently, as a result of inquiry, book loans are ar- 
ranged, photostatic copies of certain pages in books 
or journals are made, and many concrete questions 
are answered direct. In addition, for the benefit of 
the Library and the general public, a very consider- 
able amount of research goes on by the staff here, in 
the field of biography and medical history. 


J. Production and Distribution 


The Index Catalogue is actually printed at the 
Government Printing Office in Washington. It takes 
about ten months to produce a single volume of ap- 
proximately 1,000 pages. The edition is limited to 
1,000 copies in addition to those printed for sale at 
a price of about $2.50 a volume. A volume of the 
Index Catalogue (“B” volume is now in press) is 
of course printed by degrees. The printing is done 
in batches of say 2,000 cards or more, and the type 
is set up directly from the cards in boxes, the cards 
being numbered consecutively to avoid their being 
printed in the wrong order. A volume contains from 
75,000 to 100,000 references and a series consider- 
ably over one million. Some subjects, as “Blood” 
for instance, will contain 15,000 cards or references 
and will occupy one-sixth of an entire volume. It 
costs about $33,000.00 to publish an edition of 1,000 
copies of a single volume. 


The Library maintains a file of those institutions 
receiving the Index Catalogue as a gift. Neces- 


' sarily the qualifications of those desiring it are care- 


fully examined and considered, for if an institution 
is marked for receiving the publication, it will of 
course have to continue as each volume appears. As 
a general rule the use that is proposed to be made of 
it is the gauge employed. Some institutions are sup- 
plied with more than one copy where the demand is 
very large. Other institutions, when it is found that 
the Catalogue appears in several libraries in the same 
locality, are not placed on the list for obvious reasons 
of economy. The Catalogue is sent to the important 
libraries of foreign countries, as well as those in 
America. About 250 are sent abroad and approxi- 
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mately 500 to institutions in this country. The re- 
maining copies are held as a reserve for future dis- 
tribution as needs arise. 

Thus I have tried to indicate imperfectly perhaps, 
the amount of labor and thought which have gone 
into these volumes in the last fifty years. Across my 
room, the same office in which Billings and Garrison 
sat and pondered, are the forty-eight volumes of the 


Index Catalogue from 1880 to this year. How many 
active lives in the Library have come and gone in 
that half century! Billings, Walter Reed, Merrill, 
and others have passed on; Garrison and Fletcher, 
mighty warriors both, gone to their Valhalla. Others 
have taken their places, the work goes on. May it 
never cease, this living monument to a great man’s 
vision. 








Air Conditioning for Comfort 


I. DISCUSSING the Report of the Committee 
to study Air Conditioning in Hospitals, Dr. C. A. 
Mills of the Department of Experimental Medicine 
at the University of Cincinnati, said: “Present evi- 
dence indicates that the differential between inside 
and outside temperature for summer cooling should 
depend a great deal upon the location with which 
you are dealing; the further you go into tropical 
heat, the smaller should be the temperature differ- 
ence. It is often found unsafe to have more than 
eight degrees Fahrenheit in the Gulf or sub-tropical 
regions. Where heat periods are brief and infre- 
quent a twenty degree Fahrenheit difference 
might be well tolerated, but that, I believe, would be 
the upper extreme of safety. At Cincinnati we find 
ten degrees Fahrenheit an ample differential. Prob- 
ably in most of northern United States a twelve de- 
gree Fahrenheit differential would be well tolerated. 


No Comfort Zone for Universal Application 


“Too great a temperature difference inside and 
out in summer cooling is very likely to bring trouble 
for those who must stay long in the cooled interior. 
Tropical natives simply cannot endure body chilling 
without danger of respiratory infection. Temperate 
zone residents, on the other hand, meet chilling much 
better, but even they have definite limits. There is, 
then, no single standard that can be laid down for 
universal application. The temperature level to 
which a people have been adapted and their resulting 
rate of body heat production determine the degree of 
chilling to which they can safely be subjected. There 
is even a distinct seasonal difference in northerners 
in this respect, for they are much more sensitive to 
chilling at the end of a hot summer than at its be- 
ginning. There is, then, no comfort zone for uni- 
versal application, but a different one for people 
living in different climates, and for the same people 
at different seasons. 


Cost of Summer Cooling 


“With the chairman’s permission I would like to 
take this opportunity to make a few remarks on the 
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cost side of summer cooling. The outstanding point 
of your Committee’s year by year report on air 
conditioning has been the prohibitive cost of installa- 
tions and their maintenance. We all feel that sum- 
mer comfort is desirable from a hospital viewpoint, 
that mortality rates among hospital populations seem 
to mount unduly high in heat waves—but the cost of 
cooling is beyond the financial means of most bud- 
gets. During recent years this has bothered me more 
than any other feature of the problems of climatic 
and weather effects. In my laboratory we are just 
10w attempting a solution of this cost difficulty by 
greater reliance on radiant heat control of body heat 
loss. The prohibitive cost of present systems of 
cooling lies in the necessity of cooling, not just the 
individual whose comfort is sought, but the entire 
air mass around him and the building in which he 
is located. The final aim is to cool the individual, 
and if this can be dene without cooling his entire 
surrounding environment, then great savings in 
equipment and power load will be possible. This, I 
feel, may be found possible by the use of heat-reflec- 
tive wall surfaces and permitting the person to lose 
his body heat more by radiation than by conduction 
and convection. The same principle applied to win- 
ter heating would allow the individual to be kept 
warm by radiant heat without wasting full warming 
the air mass and building materials. In such a system 
of conditioning for comfort, practically no attention 
would need be paid to air humidity. 


“T mention this study now being conducted into 
greater use of radiant heat to let you know’ that 
efforts are being made to bring year-round condition- 
ing down to a more seasonable cost level. Even 
though we today grant the desirability of summer 
cooling for the welfare of hospital patients, we must 
recognize that the cost is prohibitive for its wide- 
spread application. The institution cannot meet the 
cost, nor can the patient—except in those hospitals 
catering to the more well-to-do-classes. Rest as- 
sured every effort is being made to solve this diffi- 
culty and to bring complete year-round control of 
inside temperature within the means of all.” 
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- Palmprints—An Established Method 
of Infant Identification 


GILBERT PALMER POND, B.S., M.D. 
Oak Park, Illinois 


L. IS A LITTLE OVER A YEAR AND A HALF since 
the first demonstration of palm printing was 
given in the scientific exhibits of the A.M.A., and 
a little over a year since the first paper on the sub- 
ject was read before the Chicago Gynecological So- 
ciety and subsequently printed in the Illinois State 
Medical Journal. It seems appropriate at this time 
to report on the progress and acceptance of the 
method and to explain more fully the advantages 


that the universal use of such a method would lend . 


to humanity in general, thus digressing’ from the 
technical end of making and classifying palmprints. 


For some time past the West Suburban Hospital 
of Oak Park, Illinois, where the research work was 
done, has been using palmprints as a routine method 
of infant identification. There was a question in 
the minds of some at first as to whether or not the 
method was too technical or difficult to be carried out 
as a routine measure in the average obstetrical de- 
partment, but time has proven that it not only can 
be done, but has been done, not only in the hospital 
of its origin, but in many other hospitals as well. 


Supervising nurses in hospitals where the method 
has been established have not only become very 
adept at making palmprints, but have become en- 
thusiastic about them. The author has examined 
many prints made routinely by supervisors and has 
found them universally excellent and fully classifi- 
able, which settles the question of adaptability of 
the method. 


Classifying the Palmprints 


Just how many hospitals are using the method is 
impossible to say, but it is known that some half 
dozen of the largest hospitals in Chicago, several 
eastern and southern hospitals, and many throughout 
the State of Illinois have adopted the method. 
Some of these hospitals have used the footprint 
method in the past and have discarded it for the 
palm and others are using the palm to begin with. 
A good many hospitals have not been classifying the 
prints as yet, but have taken the initial step by mak- 
ing prints of the palm that may be classified at a 
later date. As these hospitals accumulate classifiable 
prints their files will become more and more valu- 


able. In all probability many of these hospitals will 
have the value of their records forcibly brought to 
their attention when some distracted parents will turn 
to them and find in those records perhaps the only 
existing absolute proof of identity of their loved one. 


The primary object of every hospital is to save 
human lives and alleviate human suffering, and now 
a new field is open to the hospitals for the allevia- 
tion of mental suffering in the case of lost or mixed 
identity. And this in many cases is as important as 
the saving of physical life, for the restoration of 
identity to one to whom it was lost is almost as im- 
portant to him as life itself. This is not just a sen- 
timental ideal, but a very vital thing to mental health. 
The importance of identity was recognized as long 
ago as the time of Jacob and Esau and of Solomon, 
but Solomon’s method of proof of identity could 
hardly be used today. 


When the palmprint method was first published 
in the Illinois State Medical Journal in April, 1936, 
a number of hospital managements first thought it 
too technical and put it aside, but after seeing the 
method operated in other hospitals they have since 
put it into actual practice and have found that it 
takes only a little diligence and perseverance to de- 
velop a technique of making good workable prints. 


At the present time the Child Welfare Depart- 
ment of the Illinois State Department of Public 
Welfare is recommending the method to all hos- 
pitals in the state having maternity services and 
is urging its adoption. Favorable comment on the 
method has been made by the directors of the U. S. 
Bureau of Identification of the Department of Jus- 
tice and the Bureau of Vital Statistics, a prominent 
jurist who was at one time a Chief Justice of a 
State Superior Court and is now a U. S. Senator, 
several national authorities on finger print identifica- 
tion, the Literary Digest and Parent’s Magazines, 
many hospital authorities, and several nationally 
known obstetricians. 


The author is fully convinced that there is no 
question as to the accurateness and permanence of 
the method if carefully and methodically done. It 
is no exaggeration to say that if a hundred infants, 
who had been properly printed at the time of birth, 
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Facsimile of Birth Certificate 


and their mothers were to be jumbled up without 
any other clue to individual identity than the original 
palmprint cards, each mother could be given her 
own baby. This could be done a week or a month 
or years after birth and it would take less than a 
day for its accomplishment. This is a bold state- 
ment, but is backed by an actual test of the method 
in which fifty unknown palmprints taken by other 
persons were identified by the author out of a file 
of five hundred prints without a single mistake. 


Palmprinting a Protection to Hospitals 


The primary object of hospitals using any method 
of infant identification is two fold, first to protect 
themselves against a real or alleged mix-up of babies 
with its possible law suits, and secondarily to pro- 
tect the parents of children born in the hospitals 
against like circumstances. In an article regarding 
the foot printing of babies born in hospitals, one 
physician made the statement that the only obliga- 
tion of the hospital was to be sure that each mother 
received her rightful baby and that any further serv- 
ice in connection with identity was not necessary. 
However, a hospital is essentially an institution for 
public benefit with that benefit paid for by the public 
either in cash for services rendered or through char- 
itable contributions. If a hospital uses any method 
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of identification to protect itself it should use a 
method that is not only as absolutely positive as 
human ingenuity can make it, but one that is also 
permanent. The records of such a method should 
also be available within reason to the public in a 
form allowing ready reference even over a period of 
many years. This is a humane service that hospitals 
should render in cases of distress and this can only 
be adequately accomplished by the use of a printed 
record of some individual characteristic which lends 
itself to a comprehensive method of classification. 


If it were possible to fingerprint new born infants, 
no other method would be required, but since this is 
impossible by any known method of printing some 
other method must be substituted. Up to the pres- 
ent time no method has been brought forward which 
will fulfill the requirement of a positive and lasting 
identification and at the same time be adaptable to 
hospital routine except the palmprint method. 


The universal adoption of the palmprint method 
would prove of far greater value than just the pro- 
tection of the hospital. There would be many far- 
reaching advantages to the individual, to society and 
to the government which would greatly overshadow 
the original object of its creation, viz., hospital pro- 
tection. 
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Reverse of Birth Certificate Showing Palmprints 


Identifying the Adults Through Palmprints 
Let us assume that palmprints had been required 
of all births in the nation for one full generation 
and that duplicate prints were filed in a central bu- 
reau at Washington, then let us see what benefits 
would accrue other than hospital protection. 


We would find that every individual born in the 
country would possess an incontrovertible proof of 
birth throughout life and that all persons would 
carry that proof of birth and of this identity with 
them at all times in the palms of their hands where 
it could readily be called upon. 


All cases of aphasia, whether real, hysterical or 
malingering, could be identified with a certainty and 
then it would be a simple matter to locate relatives. 


All abandoned children and foundlings could be 
identified and by being identified their names and 
maternal parents at least would be known. This 
would consequently very: materially deter abandon- 
ment which, in the larger cities, is a big problem, 
there being several hundred babies abandoned every 
year. 


The identity of all found or returned kidnapped 
children could be positively established. Even if 
found after death, identity could be established un- 


less too great disintegration had taken place. So 
long as a portion of one palm no greater than a 
centimeter in diameter were left, by matching it 
with the original it could be determined either that 
it was or was not from the individual in question. 
Palmprints would have been invaluable in such in- 
stances as the famous Charley Ross case and other 
equally famous recent ones. Significant is the fact 
that a person kidnapped in early life could be iden- 
tified at fifty, sixty, or even a hundred years of age. 


The Varying Uses as an Identifying Method 


Insurance companies could establish identity in 
questionable death claims and expose fraudulent 
ones. 


Close relatives, such as full brothers and sisters, 
could prove their relationship because both birth 
records would contain the same maternal finger 
prints. After several generations of birth palm- 
prints, maternal ancestry could be traced with cer- 
tainty. 


All unclaimed children, after a major disaster such 
as the Iroquois fire and the San Francisco earth- 
quake, could be identified. It has been reported 
that after the San Francisco disaster over three thou- 
sand stray children too young to know their own 
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names were found and never identified and to this 
day do not know who they are or whether their par- 
ents were killed or survived the disaster. This re- 
port did not include the unidentified dead. No 
reports can be found for the Tokyo disaster but the 
numbers were undoubtedly even greater. 


All unknown dead could be identified if found be- 
fore disintegration, which would ease the burden of 
the morgues of the larger cities, where it is at times 
necessary to preserve bodies for months for identi- 
fication under our present system. “Unknown sol- 
diers” would be a rarity. 


The greatest incidence of loss of identity occurs 
in the first three or four years of life, and at pres- 
ent is all too common, but under a universal palm- 
print system this menace would be completely wiped 
out. 


All cases of disputed maternal parenthood could 
be accurately settled in a few minutes without having 
to resort to Solomon’s method. This would obviate 
long and costly litigations which at best can be de- 
cided only by the humanly fallible opinion of the 


presiding judge or jury. The recent cases in Chi- 
cago and St. Louis could have been settled positively 
in a few minutes instead of requiring weeks for a 
legal decision. In other words, there would be an 
incontestable record of relationship between every 
child and its mother. 


The odium popularly attached to fingerprints due 
to their use in criminal identification would be ab- 
sent. in connection with palmprints, because palm- 
prints will never be used to any great extent in con- 
nection with criminal detection due to the fact that 
palmprint clues are seldom found as are fingerprint 
clues. 


There would be no difficulty in proving birth 
where birth certificates are now required for pass- 
ports, enlisting, etc. 


In conclusion it is difficult to conceive of a more 
perfect and comprehensive “birth certificate” and 
proof of identity and relationship than a pair .of 
palmprints on the same card with the maternal fin- 
gerprints and recorded in a central bureau controlled 
by the government. 








News Notes 


Five gifts totaling $25,000 have been received by 
the Jewish Hospital, Brooklyn, New York, for mod- 
ernization of the Abraham Abraham Memorial 
Building, a maternity unit in the institution. The 
building was erected in 1923 as a memorial to the 
late Abraham Abraham and the five gifts were made 
by his widow and children. 

en 

The Sisters of St. Scholastica’s convent, Fort 
Smith, Arkansas, have announced their willingness 
to lease the hospital building which is being contem- 
plated in Clarksville, Arkansas. The Sisters agree 
to lease the hospital for a period of thirty years and 
conduct it in a manner conforming to the rules of 
the American Hospital Association. 

scineennipaieasti 

The proposed 26-bed municipal hospital for Park 

River, North Dakota, has been approved by federal 


WPA officials. 
——— eee 


A hospital in Pretoria, South Africa, received a 
package of valuable drugs from New York by air- 
plane. The trip of ten thousand miles was made in 
twelve days. 

Science News Letter for December 19, 1936 
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The Children’s Hospital of Detroit, Michigan, of 
which Margaret A. Rogers is superintendent, cele- 
brated its fiftieth anniversary on December 10. This 
hospital is the oldest hospital for children in Michi- 
gan. 


—_—@————— 

Boston is to have a new 300-bed United States 
Marine Hospital to replace the one now located in 
Chelsea, built about 1860. The new site, covering 
approximately 579,000 square feet and costing about 
$200,000, will overlook the Charles River Basin and 
Boston Harbor. 


seni 
The new Jackson Memorial Hospital building has 
been named the Dr. R. C. Woodard Addition in 
honor of Dr. Woodard, the superintendent of the 
hospital. The building is being completed at a cost 
of approximately $325,000, including furnishings. 


—_——_.——— 
The Jefferson Clinic, Detroit, Mich., has had its 
name changed to the Alexander Blain Hospital. 


en 

A new fireproof building for the care of tubercu- 

lous children, under twelve years of age, costing 

$10,000, was opened in December at Rush hospital, 

Philadelphia, Pa. The new building replaces the old 
building that was destroyed by fire last January. 





Worth While Hospital Statistics 


J. H. WATKINS, Ph.D. 
Department of Public Health, Yale School of Medicine 


| oe STATISTICS have many purposes. 
They are of primary value as bookkeeping aids to 
diagnosis and treatment and in this sense are pre- 
served as data which may possibly be useful in fu- 
ture treatment. They are mines of information 
bearing upon the nature of health and disease, and 
are utilized as such by scientific workers in the field 
of medicine. They may also serve as aids to health 
administrators in dealing with problems of health 
and disease. These purposes are not antagonistic, 
and records properly constructed and maintained are 
satisfactory for them all. In general, the history 
embodies two types of information; medical data 
concerning symptoms and the course of the disease, 
and non-medical data pertaining to the patient, his 
general history, and his environment. 


Classification 


The recording of the medical data involves the 
all-important subject of classification, the needed 
standardization of which has recently come about 
through the publication of the second edition of the 
_ Standard Classified Nomenclature of Disease. Apart 
from classification, the information needed on the 
record must be decided upon by specialists in the 
different services, each of which involves a com- 
plexity of problems which can hardly be discussed 
in the present paper. Since non-medical data, how- 
ever, are similar for all types of services, a few 
general observations on their importance can well 
be made. Much of this type of information is read- 
ily apparent to the history-taker and consequently is 
easily omitted from the record, only a later review 
disclosing that such important factors as sex or color 
have not been recorded; in some other instances the 
necessity for information is not apparent and no 
- entry is made. It is safe to predict, however, that 
such incidental concomitant facts will become of in- 
creasing importance, so that more rather than less 
demand for this type of information will be made. 
The tendency of late years to regard the disease in 
the light of the patient’s past and present environ- 
ment—that is, the procedure of treating the patient 
and not the disease—requires more of such infor- 
mation. The gradual advance of hospital case work 
emphasizes this fact. These statements may be self- 
evident, but another reason exists for the careful 


Presented before the meeting of the Connecticut Hospital 
Association at Hartford, Conn., November 20, 1936. 


and complete recording of non-medical data which 
has not been stressed. We have all heard criticisms 
of the results of studies based on hospital records 
because of the fact that the hospital population is 
selective, not typical of the population as a whole, 
and therefore the conclusions drawn have no appli- 
cation. This entirely valid criticism, however, can 
in large measure often be removed by modern sta- 
tistical methods of analysis. Such methods depend 
upon non-medical data by means of which the dis- 
crepancies between the study group and the popula- 
tion at large are minimized. The greater the amount 
of such information which can be secured, the 
greater will be the yield of sound results when the 
records are studied in the mass. 


Some illustrations of the type of data with which 
difficulty is encountered may be useful. The ques- 
tion of income is always of considerable importance. 
However, even the most hard-boiled admitting staff 
has difficulty in securing an answer and in lieu of 
an actual and truthful statement of income substitute 
data are usually resorted to which are based upon 
the location of the home and the occupation of the 
head of the family. The correct address of the pa- 
tient therefore is important, and should be kept up 
to date. This is usually done in the business office, 
but sometimes does not receive a similar considera- 
tion in the history room. The occupation, as fre- 
quently recorded, often gives not only incorrect but 
misleading information because two statements are 
really necessary, one, of the actual sort of labor 
performed, and another of the industry in which the 
person is employed. Carpentry, for example, is usu- 
ally considered a healthful occupation, but a car- 
penter employed in a stone quarry may have been 
constantly exposed to silica dust. Again, it may 
appear to be desirable to ask a patient about his na- 
tionality, but in this connection it is interesting to 
note that the greatest fact-finding body of our govern- 
ment, the United States Bureau of the Census, de- 
votes not one line of its numerous and weighty re- 
ports to nationality, and concerns itself only with 
the question of country of birth of the person and his 
parents. These constitute a much more exact defini- 
tion of the sources of our foreign-born population, 
and in connection with the facts of religion and 
color, enable us to make a fairly satisfactory classi- 
fication of race. 
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Such items as these, I know, appear, or are sup- 
posed to appear, on all histories. But failure to 
realize their importance causes their frequent omis- 
sion. Recognition of this will vastly improve the 
quality of medical records provided someone is made 
responsible for checking to see that the proper en- 
tries are made. The delegation of such responsi- 
bility is the second important step in the production, 
from the history standpoint, of worthwhile hospital 
statistics. Medical data should of course be checked 
by a competent member of the hospital staff, but too 
much reliance should not be placed upon that per- 
son’s infallibility of perception. A place on the 
printed record blank should be allotted to every rou- 
tine observation which is made so that the lack of 
entry in the proper place is easily recognized when 
the record is checked. But if space for the item 
is not allotted, both author and checker will often 
fail to put down normal or negative observations, 
and a later review will not show whether the obser- 
vation was made and was normal, or whether it was 
overlooked. These statements are not to be regarded 
as advocating the use of a completely formalized 
record form on which data are entered in a standard 
and rigid manner; it is all-important to allow the 
author unrestricted use of his powers of observation 
and of description in writing up the record, but his 
task will be lightened and the record improved if 
the routine observations which should be made on 
every case are provided for on the printed record 
form. 


Responsibility for checking entries of social data 
is similarly important, but can usually be made the 
duty of a non-medical member of the staff, prefer- 
ably one with statistical training. 


The essentials, then, of basic worthwhile hospital 
statistics are a recognition of the importance of data 
pertaining to the individual case, the use of printed 
record forms which are easily checked for complete- 
ness, and for the definite assignment of responsi- 
bility for checking the final record. 


Analysis and Publication of Data 


With respect to the analysis and publication of 
data, other considerations enter into the picture. Per- 
haps the most common form of analyses used by 
hospitals are the tables published in the annual re- 
ports. Their original purpose seems to have come 
from a desire on the part of the hospital adminis- 
tration to describe the character and volume of work 
done by the hospital throughout the year. One sus- 
pects that this is still true for the non-financial tables 
to be found in almost every annual report. It is a 
thoroughly sound reason, in fact it is difficult to find 
a better, and is an entirely sufficient one. 
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With this the assumption has grown that such 
tables are useful sources of study material for sta- 
tisticians and others not connected with the insti- 
tution. The editor of the annual report usually has 
the hopeful belief that his tables are widely used in 
scientific circles by persons undoubtedly existent but 
personally unknown to him. This would be true if 
all reports contained the same tables of data which 
have been defined and collected in the same manner, 
but statisticians using data for comparative pur- 
poses know from sad experience that only a rigid 
system of standardization permits this to be done. 
This is not the case for tables found in hospital re- 
ports. An item in a table of one hospital’s report 
may or may not mean the same thing in another’s 
table. The services may or may not be comparable. 
One institution may not include non-resident cases 
in certain details. In some reports a case of tuber- 
culosis with diabetes may be counted as one patient 
and in another as two, or possibly as three if an 
x-ray is taken. The statistician is never sure of the 
exact procedure and is cautious about using such 
data unless he knows that they are rigidly standard- 
ized between institutions. This situation is by no 
means peculiar to hospitals alone. The same criti- 
cism may be even more justly applied to health de- 
partments, visiting nurse associations, various other 
social agencies, and election polls. 


The remedy is a working agreement or standardi- 
zation set up by some central organization, such as 
the American Hospital Association. The application 
of such an agreement will, however, vary with the 
size of the institution. In larger places a trained 
statistical staff is feasible. In smaller hospitals a 
joint statistical service can be, and has been estab- 
lished in some areas, to take care of the labor of 
coding and tabulation, which is a task most econom- 
ically performed by the use of machinery. The De- 
partment of Hospitals of the City of New York, 
for example, maintains a Central Medical Research 
Bureau which acts as a clearing house and research 
bureau for twenty-six hospitals. 


But in the absence of a rigid and accepted stand- 
ardization, hospital statistical reports may well be 
confined to presenting basic data required by law, 
and to general information definitely designed to 
inform the laity regarding the work of the hospital. 
The following statistics will accomplish the latter 
purpose; they are also those generally desirable to 
survey or study groups if made on a standard basis: 


Growth in number of patients 

Growth of clinic visits 

Number of patients and days care by services 
Average length of stay of patients 
Percentage of bed occupancy by months 





6. Growth in size of staff 

7. Growth in number of beds by services 

8. Percentage of full-pay, part-pay and free pa- 
tients 

9. Cost per patient per day 

10. Growth in number of autopsies 


Charts and Tables 


The criteria for methods of presenting such in- 
formation are the same as those used for the rest of 
the annual report, which are the answers to the 
question, “How can we tell about ourselves and our 
activities in the most interesting and attractive man- 
ner?” For statistical data this is best carried out 
through the use of charts and small, simple tables. In 
general, hospital reports, aside from the statistical 
material, are attractively prepared through the use 
of high-grade paper and covers, well-selected type, 
short sections, and interesting photographs. Charts 
which measure up to the same standards must be 
interesting and well made. But such charts, con- 
trary to expectation, are not excessively expensive. 
Their cost is about as much as good photographs. 
It is an interesting avocation to make them and a 
smart lad can turn out a real job of chart making 


with very little practice and a minimum of equip- 
ment provided he has a little guidance in the selection 
of material. The writer’s students are taught chart 
making in three or four three-hour sessions with in- 
struments not exceeding six or seven dollars in cost, 
and most of them are able to produce a professional- 
looking job at the end of this time. 


The common types of charts, composed of lines or 
bars, are easily made and lend themselves to attrac- 
tive treatment. A new development is the pictogram, 
in which quantities are depicted by the use of small 
characters simply drawn after a design in accord- 
ance with the material described by the chart. Funds 
are illustrated by bags of money or by stacks of 
coins, deaths by urns or gravestones, home visits by 
footsteps, etc. This type of chart can be effectively 
adapted to an annual hospital report. Another form 
which can be used with telling effect is made by 
drawing the lines or bars with white ink on the sur- 
face of a photograph showing some aspect of the 
subject described. 


The cardinal rule for effective presentation is sim- 
plicity, and if this is kept in mind one should be 
able to produce worth while statistcis for an entirely 
worth while report. 








Dr. Whitecotton New Superintendent 
of Stanford-Lane Hospital 


Dr. George O. Whitecotton, assistant to Dr. B. W. 
Black, director of Alameda County Institutions, has 
been appointed superintendent of Stanford-Lane 
Hospital, San Francisco. 

Dr. Whitecotton is a graduate of the University 
of California, 1923, of the Stanford University 
School of Medicine, 1933. He served his internship 
at Alameda, 1932-1933, was house officer during 
1933-1934, and senior house officer 1934-1936. He 
was recently appointed to the staff of the American 
College of Surgeons, and resigned that position to 
become the superintendent of Stanford-Lane. 

Dr. Whitecotton has had exceptional training as an 
administrator. His association with Dr. Black at 
Alameda County Hospital fitted him for his new 
position. He was a student at the Institute for Hos- 
pital Administrators in 1935, and has a wide circle 
of friends in the hospital field. 


Doctor Ralph B. Seem 


The Massachusetts General Hospital is starting 
construction on the George Robert White pavilion. 
It will take the greater part of two years to complete 
this new addition and have it ready for operation. 


Dr. Ralph B. Seem has been selected as assistant 
to Dr. Nathaniel W. Faxon, medical director, and 
will have general supervision of this new work. Dr. 
Seem was with the University of Chicago Clinics 
when a great deal of their new construction was 
under way. He was sent as a special adviser to 
Peking during the construction of the Peking Uni- 
versity Medical School and Hospital, and from its 
opening and until a few years ago was superintend- 
ent of Harborview Hospital, Seattle, Washington. 


Van C. Adams Goes to Springfield 
City Hospital 


Van C, Adams, manager of the Colonial Hospital, 
Rochester, Minnesota, from 1927 to 1934, and more 
recently connected with the Kahler Corporation, 
Rochester, has been appointed superintendent of the 
Springfield City Hospital, Springfield, Ohio, and will 
take over his new office on January 1. 

Mr. Adams, through his long association with the 
hospitals of Rochester, Minnesota, and his training 
in hospital administration, is particularly well quali- 
fied for his new position. He has made a close study 
of the profession he has elected as a career, and was 
a student at the 1935 Institute for Hospital Admin- 
istrators. 
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The Human Side of a Children’s Hospital 


ELIZABETH LEE VINCENT, Ph.D. 
Merrill Palmer School, Detroit, Michigan 


D URING an association over many years 
with Miss Margaret Rogers, superintendent of Chil- 
dren’s Hospital, she has helped me to see that a great 
many of the things a child psychologist would like to 
have done in the hospital are impossible, but she also 
has helped me to see that some of these things may 
be done and we have accomplished many of them. The 
thing that is most difficult for the supervisor or super- 
intendent of a hospital is to keep track of this in- 
tangible value which we call the human side of the 
hospital. After all, many of us are running on lim- 
ited budgets and are hard pressed for funds. The 
efficiency of the hospital must be maintained, regard- 
less of any sacrifice that is made to do so. The death 
rate must be kept down. The community must be 
served. Often the sheer machinery of running a hos- 
pital becomes so complicated and so demanding that 
we lose sight of the human element. 


I would like to look at it for the moment from the 
viewpoint of the children and their parents and also 
from the viewpoint of the girls and the men who are 
working as nurses, interns, and residents in our hos- 
pitals. 


After all, we can run a perfectly efficient machine 
but if we do not oil the parts the machine wears be- 
cause of the friction, functions less satisfactorily, and 
eventually breaks down. In a hospital it is the human 
element, that subtle, elusive factor which makes the 
difference between a merely efficient machine and a 
machine which is oiled and functioning adequately 
and destined for long wear. It is the “oil” I want to 
talk about. The slang phrase we often use referring 
to the “old oil,” you know;; it is not that kind of oil. 
It is the oil that helps the functioning of any group 
of people who must work together and whose main 
business is dealing with human life. 


Take it from the viewpoint of the parents, just for 
amoment. I think it makes no difference what social 
class the parent comes from, whether he is taking his 
child into an expensive hospital in an exclusive part 
of the city and expects to pay a big bill or whether 
he brings his child to the hospital located in the slums ; 
the parent is likely to have a traditional fear of hos- 
pitals. One does not go to a hospital usually unless 
one has a rather tragic emergency in the family. The 
attitude of the general public is that the hospital is 
an inst:ument dealing with emergencies which just by 
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sheer emotional conditioning are often full of anxiety. 
A parent is anxious, worried, afraid when he crosses 
the hospital door with his child. It is here that we 
who staff the hospital have a definite function to per- 
form. We must meet that parent as nearly as we can 
with assurance, with quietness, with honesty, with 
understanding, and with sympathy. 


He wants to know what is going to happen to 
his child while we have him. What are we going to 
do with him? Where are we going to put him? 
When may he come to see him again? When may 
he take him home? 


These are all questions of such vital importance to 
the half-terrified parent, much more important if he 
cannot express the questions clearly and does not un- 
derstand the language with which you attempt to 
answer them. 


We have a screaming child and weeping parent; 
everybody in the hospital tired, and we are tired, too. 
It is so trying to have a mother clinging to you, 
trying to stop you when you are trying to get her 
child to the emergency table as quickly as you can. 
Our impulse is to ignore her; we do not remember 
that this is a new parent. We have dealt with them 
by the thousands before. We have said the same 
thing thousands of times before—“Your child is all 
right, we hope. We will take the best possible care 
of him. We are going to take him to the operating 
room now. You wait here for the present and we 
will come back and talk with you just as soon as we 
can.” We have said it so often we get tired of saying 
it, but this parent hasn’t heard it before. She needs 
to hear it. It is difficult to remember this when we 
have the same thing happen over and over again. 


The Psychology of the Hospital 


My idea of psychology is that it is that human abil- 
ity to inject oneself into another person’s situation, 
to feel what those children are feeling and experienc- 
ing, to feel what those parents are feeling and expe- 
riencing, and to feel what the nurses in training are 
feeling and experiencing in the emergencies and 
routines of their lives. In other words, it is a sym- 
pathetic, intuitive thing which is so difficult to get and 
to keep when we are burdened with the executive 
duties of a supervisor or a superintendent. And yet 
for the sake of the welfare of our hospitals, for peace 





Around the Christmas Tree in a Children’s Hospital 


and harmony, and for the sake of our service to the 
children and parents of the community, it is abso- 
lutely vital that we must not forget that element. 


Let’s look at the children for the moment. There 
are some things that are unquestionably well estab- 
lished in psychology. One is that sick children have 
a lower threshold of pain, of fatigue, of fear, than 
well children. By lower threshold I mean they are 
more susceptible. It takes less pain to make them 
feel it, less fear to make them terrorized, less in- 
security to make them afraid than the well children. 
We are dealing with sick children. We must appre- 
ciate that we must be more sensitive than ever to the 
fact that they feel pain more keenly. They fatigue 
more quickly. They are afraid more easily than nor- 
mally well children. 


We also know a very well established thing, and 
that is that experiences and impressions which come 
to the individual under periods of stress remain more 
permanently in the personality than do experiences 
and thoughts that come under ordinary circumstances. 


That means, specifically, that in the hospital most 
of the cases we handle, or a very large proportion, 
come to us under emergency conditions. They are the 
accidents. They are the acute illnesses that are 
brought in to us under very dramatic conditions. A 
child has been run over; a child has been scalded; a 


child has become acutely ill. There is not only the 
child’s particular experience with this thing, but the 
thing that has happened to the parents and the neigh- 
bors who bring him. They are keyed up, they are 
tense, they are excited. The stage is set for acute, 
vivid psychological reaction. 


In other words, we have all heard of emotional 
conditioning. The stage is set under these conditions 
for a vivid, permanent impression on the child’s 
learning and on his mental state and his emotional 
habits. That means that we must not be just ordi- 
narily concerned with the impressions and the expe- 
riences that these children have. We must be vitally 
concerned, since we realize that what happens to 
these children under these dramatic conditions does 
actually—we have proved it repeatedly, there is no 
question about it—remain as an impression more per- 
manently in their personal and psychological equip- 
ment than ordinary experiences. That means, then, 
if we allow needless terror to occur, if we deceive 
them, we are making an impression on those young- 
sters that will remain perhaps for years. I have had 
instances in which it has. It is not just something 
we can say, “Well, we will get this done now. It 
does not particularly matter after all. It is only a 
day or week in a child’s life.” It is because that day 
and that week are vivid and are different in his life 
that what happens to him during that time will re- 
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main much longer. The school teacher can make 
mistakes. After all, she has children thirty-six weeks 
out of the year. That is not particularly dramatic. 
But you people cannot afford to make mistakes. It 
is too serious when you do. 


The Relation Between the Psychological and 
Physical Welfare of the Patient 


The other thing that has been quite clearly estab- 
lished is that there is a close interrelation between 
the psychological and physical welfare of people. If 
you wish the most recent summary of the evidence 
that what happens in the mind and the emotional 
state of the individual does directly influence the 
physical welfare, I will refer you to H. Flanders 
Dunbar’s “Emotions and Bodily Change.” It is a 
resume of the research that has been done in the last 
thirty years to prove this point. There is established 
evidence that the psychological state of the individual 
does directly influence his physical state and vice 
versa, Vhat does that mean, then, to the hospital? 
It means that the peace of mind, the sense of security, 
the happiness of those children is directly related to 
the speed of their recovery. It does matter what 
their state of mind is. 


What are we going to do about it? Most of us have 
done a great deal. Ten years ago I used to wonder 
what would happen if somebody would invent a color 
of paint that could be scrubbed as adequately as white 
paint and a color of linoleum that could be kept as 
clean as this nondescript color. I still wonder what 
would happen to the atmosphere of hospitals and 
clinics if somebody would invent a quality of mate- 
rial in soft tones and colors which could rustle as 
effectively and clean as well as the present nurses’ 
uniforms. Just give your imagination free scope for 
a moment and think what might happen to the physi- 
cal setting of our hospitals. 


Of course, much has happened. The color of lino- 
leum in many of the wards and many of the clinics 
is a soft, restful color. Even the bedspreads in some 
hospitals and the color of the beds and the walls are 
restful. Physical surroundings which are conducive 
to relaxation produce psychological relaxation. I 
realize, however, that this is very difficult to achieve 
in many of the hospitals in the poorer and dirtier 
sections of the cities. 


The Child in the Hospital 


What should happen to the youngsters when they 
come in? What should be the manner of approach? 
They are usually frightened and nearly always in- 
secure. What can we do for them? In the first 
place, we all know and most of us have taught the 
nurses this: quietness of approach, gentleness bift 





firmness, friendliness but not gush, viz., direct, sim- 
ple, honest, friendly, quiet dealing. Convey imme- 
diately by those subtle psychological means that here 
is a place where we know what we are doing, here 
is a place where the child can be cared for, here is a 
place where it is safe to leave this child, because 
somebody is interested in him. He is not just going 
to be Case 289,563. He is going to be my Johnnie, 
taken care of here. There isn’t much that we can 
say in words, but that much can be said in thirty 
seconds of contact, and we can convey to the mother 
and the father and to the child that here he is not 
being stripped from the arms of his loving parent, he 
is not going to be tossed into a pile with a great 
many case numbers. Somehow we must convey this, 
because again one of the things, as I said before, that 
is most vital to the children in the state of terror and 
anxiety and uncertainty is the absolute necessity of 
creating a sense of security. 


Let us take the ordinary case of the youngster who 
comes into the hospital. I saw a very interesting pic- 
ture just last spring. I happened to be going through 
the ward. It was a ward where the youngsters were 
being prepared for the orthopedic operations of the 
next morning, and they were happy and busy. There 
was a volunteer working there, going from bed to 
bed seeing that they had their bedtime story, seeing 
that they were busy and happy. Over at one bed was 
a nurse and a little youngster with a badly crooked 
leg. The youngster was sitting up holding the light 


_ and watching intensely as she was shaving his leg. 


She had explained to him that he could help by hold- 
ing the light, which meant that he had something 
to do, and realized that all that the razor was going 
to do for him was to shave his leg. He was busy, 
at peace in his mind, interested and utterly coopera- 
tive. He was quiet. There was no jerking. 
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How different from walking in on him unexpected- 
ly, without explanation, turning down the bed-clothes, 
producing a razor and proceeding to shave him, hav- 
ing him pull back and not being sure what was hap- 
pening. 


I remember going to a pediatric meeting once in 
which a pediatrician explained how to examine the 
ear of the child. The technic was as follows: “Take 
the child firmly. Lay him on a hard surface, low 
enough so you can put your right knee on his back. 
Hold his hands firmly with your left hand, with his 
face turned, and look into his ear.” 


It does not take much imagination to know 
what is going to happen if you proceed in that 
manner. In the first place, it is an established psycho- 
logical fact that physical violence arouses terror or 
fight, one or the other. If it is a good peppy young- 
ster and he is not too sick, he will fight. I am always 
glad to see that. If it is a child too sick or terrified 
or timid, he will be simply rigid with fear, and he is 
inevitably going to jerk when you get close to him. 
He cannot help it. It is a reflex. When you get 
inside his ear you stand a good chance of puncturing 
that tympanic membrane. 


Securing the Cooperation of the Child Patient 


How should you proceed when you wish to in- 
vestigate something about his physiology or anatomy 
or wish to give him a treatment not physically 
pleasant ? 


This is not a hundred per cent recipe but I will 
guarantee a pretty high percentage of success if you 
proceed as follows: “We want to look in your ear 
next. Here is a little light. See this little thing, I 
can look in here and see just what is inside. Do you 
want to see the light a moment?” Do not necessarily 
let him handle it but let him look at it so he knows 
you do not have any daggers or stickers or needles 
you will hurt him with. “Hold your head quite still. 
I want to look in carefully. Be still. It will not take 


a minute.” The general idea is you inform the child 
what you are going to do and not to leave him with 
a mind full of terrorizing possibilities. You let him 
follow as near as possible and let him cooperate. You 
expect him in fact to cooperate in every way possible. 


The thing we do know in dealing with children is 
that practically all children rise wonderfully to the 
occasion, to what we expect of them. If we expect 
cooperation, there is a very good chance we will get 
it. If we let them in on the thing so they under- 
stand, so they are at peace in their minds, so they 
know what is happening, they will come along with 
us as long as they are reasonably sure. We must 
never lie to them. Do you see what is going to hap- 
pen if you allow anyone in the hospital to say, “Look 
at the birdie out there, he will come in and sing to 
you,” and when his eyes are fixed up there, give him 
the first T. A. T. The catch of that is that you have 
to give him two more T. A. T.’s at least. As long as 
he is under our care we will never get cooperation 
again because we have deceived him once. How can 
he assume we are not going to do it again, perhaps 
about something worse than that ? 


Absolute honesty with children is the first requisite 
of establishing the thing we must have with them, 
which is their trust and cooperation. If we are going 
to hurt them, we must tell them. However, I would 
not advise walking in the night before and saying, 
“Now, tomorrow morning we are going to stick a 
needle in you, so you had better think about it all 
night,” or “Tomorrow morning we are going to take 
you to the operating room and cut out your tonsils 
and you will wake up with a sore throat.” No, not 
that. But certainly never taking a child by surprise, 
never lying to him, always preparing him in what 
measure we can, “This is going to hurt, not too 
much; you will be brave about it and I will be just 
as quick as I can. Hold still and it will be over in a 
minute.” So many doctors and nurses have learned 
that. The child grits his teeth and prides himself on 
being a big sport about it, or he yells—but he would 
have anyway. Anyway, he knows what we are doing. 
We have warned him. He learns to know even 
though his parents have not proceeded with him in 
that way. Children learn very quickly what to ex- 
pect from new environments. It is one of the most 
hopeful things about children. 


If they have been lied to and beaten and treated 
badly at home, they react quickly to the complete 
change of environment which the hospital represents. 
They will learn that we mean business but that we 
are friendly, that we may hurt sometimes but we will 
never lie to them about it, we will never take them 
unaware. If we are going to hurt them at all they 
will know it in time to prepare for it; that what we 
afe going to do with them is ordinarily consistent and 
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friendly and for their best welfare. Even the worst 
child will learn that so quickly it is astonishing. 
“Nobody around here ever lies. You can always trust 
them. You always know what is going to happen. 
Nobody around here tells fantastic yarns. We deal 
with the truth around here. Nobody around here is 
going to pinch you unaware, slap you when you are 
not looking, or yell at you in a hard-boiled voice and 
scare you. People around here mean business when 
they say things, but they are friendly and cooperative 
and you can trust them.” If we establish some of 
those basic things we open the way for consistent 
treatment of children, for the maximum possible co- 
operation, for the greatest trust, the greatest good, in 
dealing with them. 


What the Child Should Not Hear 


There is one other thing I would like to speak about 
in working with children, and most of our hospitals 
are learning it. I used to wonder why people dealing 
with children in hospitals never seemed to realize that 
children have ears. They have ears, and they hear 
with them. We may not be able to control the ward 
talks sufficiently, but at least we can hammer at it and 
eventually it gets controlled. We may not be able to 
control some of the situations or clinic demonstra- 
tions, but at least if we understand we may in time 
get some of this across. To walk to the bed of the 
child accompanied by a class, pick up the chart and 
discuss onset, history, the present state and prognosis 
—I have heard that done in a clinic as well as beside 
the child’s bed as if the child had no intelligence and 
no ears. 


In fact, we have worked for some years on a child 
to whom that happened in a clinic in a demonstration 
when the physician said that the child would not live 
more than two weeks. The child was a ten year old 
boy. The physician turned out, as they all do some- 
times, to be wrong. The child did live and we are 
still trying to overcome what that sentence did to 
him. 


Whether or not we say things quite as serious as 
that within the hearing of the child, we frequently 
drop little innuendos which may not have anything 
at all disastrous to the child in them but which are 
serious because any child is always on the alert about 
anything that concerns him and he may misunder- 
stand it. If we can possibly educate the people 
around us to discuss the case before the child is 
presented or before we get to the child’s bed, we 
should make every effort to do so. I quite realize 
in many clinics it is impossible to present the case 
adequately unless we see the child himself. If he 
must be presented, let us bring him into the room 
quietly and quickly and show the thing that needs 
to be shown and get him out. 
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Faults. That Can Be Corrected 


I would like to utter this plea for children’s hos- 
pitals. I know that the physicians who work there, 
particularly if they have large private practices, are 
in a hurry when they get there. I realize we cannot 
keep them waiting when they are scrubbed up and 
waiting for the operation. When they are conducting 
a clinic we cannot keep them and the medical group 
that is presenting the case waiting. But why should 
the child be ordered to the operating room or outside 
of it half an hour or two or three hours before he is 
going on the table, and remain there seeing the other 
patients under ether come out and pass him? Why 
should he be called to the clinic a half hour before 
the meeting is scheduled to begin—and you know 
practically no clinic begins when it is supposed to— 
and be kept waiting two or three hours, as they fre- 
quently are, especially when the meeting is at night 
and the children should be asleep? Why that should 
happen, I do not know, but it does. By working on 
it we do get something done on it in time. Those 
are details. They do not seem to matter particularly 
but they do matter in the life of that particular child, 
the extra fatigue, the extra anxiety, the extra ex- 
citement. Those are the things I mean. If we do 
what we can to keep that child’s welfare essentially 
in mind as well as the welfare of the machine and 
the staff we will do very much better, I am quite sure, 
for the children not only during their stay with us 
but as they leave us. 


The Convalescent Child 


Another thing I would like to talk about for just 
a moment is the thing that happens to these children 
in convalescence. Once the need of meticulous clean- 
liness is removed we can give them more freedom of 
movement, we can give them more things to work 
with, and a more colorful and restful environment. 
Many of the convalescent wards are possibly doing 
that. 





Children’s Sand-Box 





We have the awareness, however, of the fact that 
children of school age, during the time they are in the 
hospital, are missing school. I quite disagree with 
our present American cultural idea that it is a major 


tragedy in the life of the child if he happens to be 


sick or if he happens to be fourteen and has not 
graduated from the eighth grade. I do not believe it 
is such a major tragedy in the life of any individual 
child. However, this is true, that our general Ameri- 
can culture has accepted almost without question the 
implication that school is the child’s business, it is his 
job. He must make good at it if he is going to hold 
his head up before the world.. If he loses a grade 
or is a grade behind, he is dumb, and many children 
cannot quite stand that in their communities. Our 
general education, the pressure from parents, the 
pressure from the children in the neighborhood and 
other parents in the neighborhood is that you must 
get through the grades a year per grade at the time 
or you are dumb. So there is a tremendous psycho- 
logical pressure on these children to make good in 
school and keep up their credits. Practically all con- 
valescent homes have recognized not only that it is a 
good thing to keep the children occupied, but that 
they should be getting all they can so when they are 
ready for school they can go back without losing 
their grade. 


We have teachers, and even for the short con- 
valescence it seems very helpful to have someone 
around who can keep the children adequately occu- 
pied, and it is a great joy to see that so many of our 
hospitals do not care at all whether the beds are 
mussed and whether the floor is littered so long as 
the children are happily occupied. Most of our con- 
valescent wards are now a nice litter of good, 
friendly confusion, where the children have bags on 
their beds and scissors and crayons, and they are 
busy, happily occupied. There is nothing more con- 
ducive to fast convalescence than that happy, busy 
occupation which keeps those minds employed, which 
keeps the atmosphere congenial. Many hospitals 
have libraries that remain under lock and key, both 
as far as the nurses are concerned and as far as the 
children are concerned. But many, too, have racks 
of books that wander around from one ward to an- 
other, permitting the youngsters to be busy with the 
selection of books to read. It is so much better to 
have that friendly living atmosphere to replace the 


austerity of the hospital atmosphere just as soon as — 


possible in the history of each individual case. 


The personnel of the convalescent group is pretty 
important, too, because children who are convalescent 
need understanding. Sick children. are pretty easy 
to handle because they are too sick to put up a fight 
and cause trouble, but when they begin to be con- 
valescent the individual aspects of their personalities 


“Hello Doctor” 


begin to come to light. They can be pretty restless 
and noisy and tease each other and be rather difficult. 
The person who has charge of the convalescent group 
should be someone who knows enough about how to 
keep children happily and busily occupied, who 
knows enough about child growth and child per- 
sonality to have a reasonably adequate control over 
that group, who can keep a friendly, busy, happy 
atmosphere alive in those groups. 


You see, what is so easy to have happen is to let 
somebody who can keep the budget down and who 
can keep things orderly be turned loose on those 
convalescent children, an old “ax-face,” if you like, 
who yells at them and keeps them in order by in- 
timidating them. That is not what we want. 


On the other hand, we do not want a gushing, sen- 
timental young thing who lets the children run riot 
and do anything they like. There is a happy me- 
dium. As I said before, the balance between friend- 
liness and firmness is so hard to get but so essential. 
Children know when you mean business, and you do 
not have to yell at them. In fact, I find that on the 
whole children who are difficult enough to need 
yelling at are the children who like being yelled at, 
who find it nice and exciting, children who are bid- 
ding for attention before the others anyway by being 
bad. They enjoy the approbation that comes from 
the group for any child who has the nerve to defy, 
and a good sound “bawling out” before the others is 
just what they want. It does no good because after 
all it is more exciting than the dull routine of the 
quietness anyway. And since a bawling out before 
other children does not do much good, we might try 
a quiet chat in the corner, where we state the facts. 
No deception, no threats we don’t mean to carry out, 
but state the facts of what is going to be. 
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A Benevolent Discipline 


If we find in any disciplinary situation with the 
children that after our contact with them they are 
worse rather than better, then we will promptly as- 
sume the method of attack has been wrong. That 
goes for any dealing with children under any cir- 
cumstances. But we are so likely in our insistence 
that the tougher the child and the worse he is, the 
tougher we have to be with him, that we can get a 
vicious circle going. Soon we have a real situation 
on our hands that is exceedingly hard to manage be- 
cause we have dared the child to be bad, and those 
children who are not too sick will take the dare. 


Somehow our dealing with these children should be 
such that they respect our authority, but we should 
in no way challenge them to be defiant. Somehow 
or other their feeling for us should be such that they 
like to cooperate, they like to help, because it is the 
thing to do, because that is the way this hospital is 
run, because that is the decent thing to do. That 
goes back to that subtle difference of handling them. 


Children are notoriously conventional. I will state 
that without going into the proof. They want to be 
accepted. They want to do the approved thing. If 
you have a child who is persistently resisting, there is 
either something wrong with his idea of what it is to 
be smart or outstanding or accepted or approved, or 
there is something wrong with the way we have han- 
dled him. Take my word for it, most children like 
to be approved and accepted. They like to do the 
standard thing. They like to promote order, to pro- 
mote welfare, to help. If we get into a situation with 
convalescent children where they are persistently do- 
ing the other thing, it is because we are persistently 
dealing with them in the wrong way. 


The Student Nurse and the Care of the Sick Child 


That brings us for the moment to the student 
nurses who are working under us. Practically every- 
thing I have said about dealing with the children goes 


A Happy Departure 
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for dealing with these students. They want to feel 
sure. They want to understand why. They want to 
know what is going on. When we come to a situa- 
tion, as we inevitably have to some time in their 
career, when we must discipline them, the discipline 
should be one in which they understand what is hap- 
pening, not one in which we as an authority execute 
our authority because we have it and because that is 
the way it is. These students must know something 
of the reason behind the rule of punishment. 


No student nurse who has made a mistake in a 
hospital at the cost of a child’s recovery, immediate 
recovery or even sometimes perhaps the cost of his 
life, no student who is not absolutely obtuse is going 
to need any additional punishment than the punish- 
ment her own conscience is going to give her for that 
thing. But for the welfare of the hospital and in 
order to make the thing clear enough to other stu- 
dent nurses, we have rules about what happens if she 
infringes in a certain way; if she breaks a certain 
rule, a certain thing happens to her as a result. In 
dealing with a great group of nurses we realize that 
is absolutely necessary, but if a student has infringed 
in any way, her own conscience, if she has one—and 
most of them do, I assure you—will punish her suffi- 
ciently ; and we still have to add that punishment of 
taking away her privileges or whatever the punish- 
ment happens to be. It helps to say to that girl, 
“Yes, I realize you are sorry. I realize you are 
having a bad time about this. But don’t you realize, 
too, there are 399 other nurses here who must under- 
stand that this is a serious thing? They can’t realize 
what is going on inside of you. We must carry out 
this rule with this punishment that goes with it in 
order to demonstrate to the other students, call it to 
their attention, so they won’t make this mistake, too. 
It isn’t because we are picking on you or because we 
think you are not sorry. It is for the sake of the 
order that must be maintained, for the sake of keep- 
ing some other student from making this mistake 
which you have made.” I am sure you will have far 
better cooperation from that student than if you 
bring her in and simply scold her for making the 
mistake and add the punishment and tell her she 
deserves it. 

If we find in dealing with our student nurses that 
honesty and friendliness and an attempt to feel for 
their individual situations but of course at the same 
time for the group situation does not meet with co- 
operation, responsiveness and a fine spirit, then I 
would suggest that that very fact will indicate that 
the student herself is lacking in personal qualifications 
and feelings which she needs for the work. In other 
words, a hard-boiled, autocratic regime probably 
would only get resistance from her anyway or cause 
trouble. We should have a sympathetic, orderly but 
firm understanding working with these students. 





Whenever we possibly can find time to make any 
given student realize that we really care what hap- 
pens to her, Mary Jones, that we really care what her 
personal future is going to be, and that we really 
want in every way feasible to help her to that future, 
we should do so. If that is the general tone of the 
hospital and we still have a student breaking rules 
and lying, and so forth, I would suggest that in itself 
would indicate that she is unfit for work with chil- 
dren, since she is lacking in the finer personal 
qualifications which are so essential for work with 
the children. 


The thing I would plead for is that in all of our 
work we do try to maintain throughout the entire 
hospital in all its personal relationships that aware- 
ness of the fact that this particular individual life is 
a life with purposes, with meanings, with feelings, 
and in every way deal personally with those personal 
things. I think we will find our job easier and cer- 
tainly a lot more fun. I think we will find coopera- 
tion and smoothness of the machine far better, and 
I think we may find that in some slight measure our 
mortality rates are better. I am sure we will find 
our morbidity rate is better. 








Questions and Answers 


Question: In a small hospital is it cheaper to 
buy electricity or to manufacture it? 


Answer: If the hospital already maintains a 
high pressure steam plant for other purposes, it will 
usually be cheaper to make electricity than to buy it. 


The major consumption of steam in a hospital is 
for the heating of the building and heating hot water. 
The modern small steam-electric generator set is so 
designed that the steam can be exhausted at a suffi- 
cient pressure to meet all heating needs and passage 
through the engine does not extract more than ten 
per cent of the heat from the steam. This exhaust 
steam is then ninety per cent as efficient for heating 
purposes as it was before passage through the engine. 
Lubrication, maintenance, interest, and depreciation 
will not usually exceed fifteen per cent of the cost 
of installation. There will usually be no added labor 
cost as the high pressure plant requires competent 
engineers in any case. The savings in cost of elec- 
tricity are such that the installation will usually pay 
out its cost in a fraction of the normal life of the 
plant. 


A recent study in New York City showed that 
forty-five hospitals which purchased electricity paid 
an average of 3.3 cents per kilowatt hour, while 
seventeen hospitals which manufactured their own 
electricity had an average cost of 1.5 cents per kilo- 
watt hour, including interest, depreciation and main- 
tenance. 


Depending on the care with which the equipment 
is selected, installed and operated, the cost will usu- 
ally be less than two cents per kilowatt hour, and 
may be as low as one cent. 


Question: How should we compute— 


1. Patient turnover 
2. Patient bed hours 
3. Bed valuation N. K. R. 


Answer: To compute patient turnover, divide 
the total number of discharges (including deaths 
and transfers to other institutions) by the total num- 
ber of beds in the institution. Thus, in a hospital of 
400 beds, with 525 discharges, 50 deaths and 25 
transfers to other institutions, there would be a total 
of 600 patients disposed of, or a turnover of 600 —- 
400 or 1.5 for the period. The period used is a 
matter of choice for the individual institution but 
should always be stated in the report. Acute gen- 
eral hospitals would usually adopt a month as the 
period, while tuberculosis institutions would usually 
use the year on account of the much slower turnover. 


We do not know of any institution which com- 
putes its hospital or nursing load directly in patient 
hours. Such figures are usually in patient days— 
which, of course, can easily be converted into patient 
hours by multiplying the days by 24. The number 
of patient days is computed by adding the censuses 
for each of the days in the period—usually one 


-month. 


Bed valuation is computed by dividing the total 
investment (capital cost) of the institution by the 
number of beds available for patients. Thus, if a 
two hundred bed hospital cost for building and 
equipment ready to operate, one million dollars, each 
bed would have cost five thousand dollars—i.e., the 
bed valuation is five thousand dollars per bed. 
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The Relation of Hospitals to Public 
Welfare Administration 


FRED K. HOEHLER 


Director, American Public Welfare Association, Chicago, Illinois 


: AssocitaTIon of which I am the direc- 
tor has a membership in the public welfare field of 
over 4,000 members in service throughout the United 
States and Canada. When we meet as welfare di- 
rectors and hospital trustees or hospital superintend- 
ents, we come together on a common ground, because, 
after all, our common task is that of serving those 
in our community who need what assistance we have 
to render to them. 


The public welfare officials in all levels of gov- 
ernment today recognize that among hospital super- 
intendents and organizations, there are individuals 
and institutions that can well set the pace for public 
welfare services. You have in the care of the sick 
and in the institutional care of those who are less 
fortunate from the health standpoint, set standards 
which those of us who are dealing with other prob- 
lems may well follow. 


The difficulty with public welfare and hospital 
care is that too often we think we are living in sep- 
arate compartments and that our services are ex- 
tended to separate categories, where as a matter of 
fact we are serving the same people in every com- 
munity. Possibly we do not understand each other, 
or it may be a matter of terminology. 


This last summer in Europe, I met a young work- 
man who wanted to exercise his English, as he put 
it. He took me to see his sister, a cultured woman 
of the Russian middle class. He introduced me, 
after which she said, “You won’t find many gangsters 
in this country. We are a peace loving people.” I 
said, “Who did you tell your sister I was?” He said, 
“I explained that you were Director of the American 
Public Warfare Association of Chicago.” 


Too often, I fear, we are engaged in public “war- 
fare” and not public welfare, struggling more for 
attaining our own ends and our own selfish desires 
than for the common good. 


In the role of a diplomat, if you will, I am writing 
for those other interests in the public welfare, some 
of which may not treat you so kindly as you present 
your needs in the offices of certain directors of the 
public welfare. I think, before we get down to 
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apologies or explanations in our discussion, we might 
well say something about the growth of public wel- 
fare in this country, because its unusual growth has 
and will continue to affect our relationship. 


Certainly no governmental function has grown as 
rapidly as public welfare during the past seven years. 
Many functions which years ago were exercised 
by private agencies through churches, clubs, and 
neighborhood community groups are now exer- 
cised by tax supported organizations, known as 
public welfare or social welfare departments. This 
has cost every community a considerable amount of 
money in the past seven years, and the cost is not 
declining, it is mounting. As those costs mounted 
in local communities, certain things happened which 
affected you and affected other government and 
private social service. When our local communities 
attempted to meet the welfare problem of unemploy- 
ment, they taxed every resource available in private 
and public social agencies for relief. It was not long 
before those resources were exhausted, and then the 
governmental agencies dipped into your budget if 
you were a superintendent of a public hospital, dipped 
into the fund set aside for contractual service with 
private institutions, in order that they might take 
care of the unemployed groups. 


Handling Unemployment Relief 


We soon discovered that the old principle of local 
responsibility for financing could not do anything in 
this great problem of handling unemployment relief. 
We went to our state governments and received as- 
sistance in some cases, but even the state government 
was unable to supply the amount of money needed, 
and continued to curtail other government services 
in the community that we might provide unemploy- 
ment relief. We went then to the Federal Govern- 
ment and received in 1932 some allotments from the 
RFC, allotments which went to the states as loans, 
but in very few cases did any of those governors 
who accepted the loan expect them to be paid back. 


In 1933 the FERA was organized, and through it 
assistance went to the states and through them to the 





local communities. That slightly relieved the bur- 
den on the local community. But somehow or other 
those funds which were taken away from public 
hospitals, the assistance which was granted through 
contractual services or services to private hospitals, 
were not restored in full. The local governments 
found they had other tasks to perform, such as their 
share of a work relief program and care of the so- 
called unemployable group. Funds were taken from 
local taxes to provide that assistance. 


During the past fiscal year, ending June 30, 1936, 
the Federal Government, in assistance to states and 
local communities for direct relief and for work 
programs of various sorts, spent four billion seven 
hundred million dollars. In addition to that amount 
of money, the state and local communities spent over 
half a billion dollars. Those resources which were 
used for meeting the problem of unemployment came 
out of the same pocket from which you, as super- 
intendents of private or public hospitals, expect as- 
sistance. Therefore, is it any wonder, whether you 
are tax supported or supported by voluntary con- 
tributions, that you found your budgets had been 
restricted? What plan can we suggest for aiding 
just a little bit in meeting the problem which is cer- 
tainly yours and the problem which faces nearly 
every department of local government? First of all, 
what can we look forward to in the way of public 
assistance from outside local resources? 

Social Security Program 

The Federal Government has established a social 
security program. A large portion of that program 
is to be applied to public assistance in the form of 
services and in cash assistance to various categorical 
groups in the local communities. The Federal Gov- 
ernment is doing that on a national basis ; it is asking 
that the states and the local communities supply ad- 
ditional money to take care of their aged, dependent 
children, the blind, and other groups. For certain 
services, that means that when your local officers are 
building a budget for next year, they are going to 
write into it a sum for their public assistance needs, 
if they are to receive any aid from the Federal Gov- 
ernment. Jt means that your branch of public wel- 
fare—hospital care—for which there is no provision 
in the Social Security Act, and of which there was 
no recognition under FERA, must be on guard to 
see that funds which should be provided for such 
services in the local budget are written into those 
budgets. 


We cannot jeopardize government services just 
because we are extending our public welfare services 
in the form of public assistance. There must be some 
equitable distribution to every government service of 
all income from taxes, but if there is pressure from 
the Federal Government and the state governments 


and the local communities to provide certain amounts 
in order that that community may qualify.for public 
assistance, you people must be alert to see that those 
amounts do not come from the funds which are re- 
quired for the care of the sick in institutions. 


Now I have not let you in on any secret. You 
know that the possibility of money going into other 
channels is very real. Some of you suffered from 
that in the past few years. 


Public Monies Raised From Taxes Should Be 
Spent Through Public Agencies 

Most public social workers will tell you, and tell 
you very sincerely, that all public money should be 
spent through public agencies. It was Mr. Hopkins’ 
oft repeated order throughout the early days of the 
FERA that “public monies must be spent through 
public agencies,” and I too believe that, so far as 
possible, public monies raised from taxes should be 
spent through public agencies, (but if a public 
agency provides all of the facilities necessary for 
functioning in the field of public welfare, then it 
should spend all of the tax funds available for wel- 
fare purposes). If, in any community, the public 
agency does not have sufficient facilities to take care 
of its sick poor, the agency should carefully survey 
all the local institutions to determine whether other 
facilities are available which might be used by pub- 
lic authorities before more tax money is spent in 
building new public hospitals. 


What we say for public officials can also be said 
to private agencies and to officials of private hos- 
pitals. There is no reason why we should over-build, 
either publicly or privately, to take care of a certain 
load in the community when, by cooperation between 
public and voluntary institutions, we might utilize 
all the facilities available and not over-build and ex- 
pand beyond what any community can carry. 


Need for Better Understanding Between Voluntary 
Hospitals and Public Agencies 

I have served as a public official in one of our 
American cities where it was my responsibility to 
see the superintendents of some of the hospitals to 
discuss with them the question of the municipality’s 
participation in certain phases of help to those insti- 
tutions in return for service which they might give 
citizens of that community. It was not an easy thing 
to bring the superintendents of the voluntary hos- 
pitals together to discuss this matter; there was no 
united front, no understanding of the problem on a 
common basis. Each individual was seeking for his 
own institution just as much as he could get, without 
thought of a community program of social welfare in 
which we are all working for a common purpose. 
Obviously, it was impossible to contract adequately 
for services in that community. It was impossible 
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to meet all of the superintendents on a common basis 
because there was no united front. In some com- 
munities there are strong hospital councils, councils 
which serve the purpose of bringing the needs of 
the hospitals to the public officials and to which the 
public officials might go with their needs when they 
required the assistance of the voluntary hospitals, 
councils which might safeguard against this over- 
expansion which is a tax not only on the public purse 
but on private contributions. 

As the representative of the American Public 
Welfare Association, in coming to you tonight I am 
merely posing the question of whether or not this 
organization, (The American Hospital Association) 
and the one which I represent should not more often 
come together for the purpose of discussing our 


common problems. Your public officials, men who 
are elected or appointed to serve in office, are public 
sérvants, and as public servants they should be serv- 
ing with you in meeting the common problem of pub- 
lic welfare in the community. 

Our organization is ready and willing to help you 
meet these problems and to interpret your position to 
the public welfare officials of the country, just as I 
know you are ready and willing to interpret our posi- 
tion as public welfare officials to the hospital super- 
intendents and to the trustees of the country. I feel, 
therefore, that in coming to you tonight we are be- 
ginning a new era in the relationship between hos- 
pitals, whether they be public or private, and the 
public welfare officials of the United States and 
Canada. 








Faulty 


The primitive faucet was simply a hollow 
wooden tube tied into one leg of the water skin. 
To draw water the aborigine lowered the tube, 
to stop it he raised the tube, and to pump water to 
a higher level he simply stood on the skin. 

It is truly a long step to the modern chrome 
plated renewable disc, renewable seat combination 
faucet, even without its special pedal knee, or arm 
control. With all these advances the refinements 
have brought their own defects, but the entire ar- 
rangement is so commonplace that we use them with- 
out thinking and the defects develop without notice. 

Water which the aborigine carried pick-a-back 
in a skin now is brought to our elbow by an intricate 
system of purification and pumping plants, and a 
widespread and complicated system of conduits and 
piping. And for all these conveniences, and for their 
defects, we must pay. 

The leaking faucet is so common that we are prone 
to neglect it. After all water does not cost much 
and there is more where that came from. But it 
really costs more than just the water—it is the hot 
water faucet which is most likely to leak due to the 
difficulty of getting a disc which will withstand the 
effects of heat. With steam costing sixty cents per 
thousand pounds and water costing ten cents per 
thousand cubic feet, it costs four and one-half times 
as much to heat the water as the water itself costs. 
The amount of water and the cost of water and heat 
wasted per month by leaks of various sizes are shown 
in the table at the end of this article. 

The most common course of leaking faucets is 
failure to close them firmly. This leads to a fine 
stream trickling through which soon wears a larger 


channel in either the disc or the seat, and once a | 


definite channel is made the wear increases rapidly. 
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Faucets 


The remedy is: 


1. See that all faucets are firmly closed. 

2. When they can not be closed tightly enough to 
stop the leak, renew the disc. 

3. If a new disc does not stop the leak the fault is 
probably in the seat. If the seat is integral with 
the body of the valve it may, in some cases, be 
dressed down—reseated. If this fails the faucet 
should be replaced, preferably with one of the 
more modern renewable seat type. In the re- 
newable seat type a defective seat can simply be 
unscrewed and replaced by a new one at a cost 
of a few cents. 


The type of metal found best for valve seats is 
of a different composition from that used in making 
the body of the valve. When seat and body are 
made in one piece—integro—these are necessarily 
of the same composition. In the renewable seat type 
the body metal is selected for its purpose, while the 
metal used for the seat is of a special composition 
best suited to withstand the service and wear to 
which it is subjected. 

The renewable seat type costs more than the 
integral seat type, but in long wear’ and easy repair 
will be found more economical in the end. 





——Waste per month 
Cost of Cost of 
Cu. ft. Water Heating Total 


Faucet leaking 
at rate of 


1 drop per second... 4.55 


Drops breaking to 
stream 93.5 $0.01  $0.045 $0.055 
1/16-in. stream ... 335.0 0.033 0.14 0.173 
l-in. stream ...1040.0 0.104 0.45 0.554 
3/16-in. stream ...1720.0 0.172 0.74 0.914 
\Y-in, stream ...3700.0 0.37 1.59 1.96 





Policies of Local Governments with Regard 
to Hospitals 


Supplementary Study by the Council of 
The American Hospital Association 


I. 1935 THE CoUNCIL, with the cooperation 
of the Bureau of Medical Economics of the Ameri- 
can Medical Association, carried on a study on the 
use of tax funds to meet the cost of caring for poor 
persons in non-governmental hospitals. This study 
(published in the Bulletin of the American Hospital 
Association, August, 1935) showed that a large pro- 
portion of the counties in the 18 states covered used 
tax funds for this purpose. 


The Council and Dr. R. G. Leland, chief of the 
Bureau, deemed it advisable to supplement this re- 
port by securing information from additional states. 
In 1936, therefore, 14 states, geographically distrib- 
uted (as the former list had been) among all sections 
of the country, were canvassed by questionnaire, the 
list of public welfare officials being kindly furnished 
by the American Public Welfare Association. 


Owing to the difficulties which surrounded many 
local public welfare authorities because of the de- 
pression, the data used in the present report are from 
only 10 states, as the remainder made returns which 
were too small to be representative. The returns 
from the questionnaires are shown in the appended 
tables, which may be summarized as follows: 


Of the 352 counties answering from the 10 states 
(48 per cent of all counties in these states), 39 per 
cent are without any local governmental hospital 
facilities, but pay for the care of indigents in volun- 


tary hospitals and 35 per cent have a governmental. 


hospital and in addition, use local voluntary hos- 
pitals. Thus, three-fourths (74 per cent) of the 
counties represented are paying for the hospitaliza- 
tion of indigents in local voluntary hospitals and of 
the one-fourth who are not, approximately a third 
(8 per cent of the total) utilize local governmental 
hospitals exclusively. Eighteen per cent of the coun- 
ties report no method of hospitalizing indigents, but 
about half of these are in Texas. 


In Iowa, 97 out of 99 counties answered the ques- 
tionnaire. Eighty-one of these claimed to have a 
governmental hospital and presumably all 97 could 
have reported that they had one, since in lowa every 
county is permitted to send indigents to the Univer- 
sity Hospitals (state) up to a certain quota; beyond 
this, the county must pay at so much per capita for 


each day’s care in local voluntary hospitals. Seventy- 
three counties utilized both local governmental and 
local voluntary hospitals which they paid for the 
hospitalization of indigents. Eight counties depended 
only on their governmental hospitals for care; all 
16 counties which reported no governmental hos- 
pital facilities paid for the care of indigents in local 
voluntary hospitals. All counties in Iowa made some 
provision for the hospitalization of indigents. 


In Nevada, 12 counties (70 per cent) answered, 
of which half reported paying for indigents in vol- 
untary hospitals, and these same counties reported an 
available governmental hospital also. Two other 
counties have a governmental hospital where all in- 
digent patients are hospitalized and 4 counties make 
no provision for hospitalization of indigents. 


In Oregon, where 74 per cent of the counties an- 
swered, the majority pay for the care of indigents 
in local voluntary hospitals. Seventeen use this 
method exclusively, as they have available only vol- 
untary hospitals and 4 others use this method in ad- 
dition to their local governmental hospitals. Two 
counties report giving care only in local govern- 
mental hospitals and 3 have no system of hospitaliz- 
ing the indigent. 


South Carolina shows the same tendency : the larg- 
est number of counties (21) used the payment to 
voluntary hospitals method, and 7 of these used 
local governmental hospitals in addition. 


Table I 


Number and Percentage of Governmental Units 
Answering Questionnaire 


No. Counties Total Per 

State Answering Counties Cent 
Connecticut 169** aa 
Iowa 99 98 
Maine 16 80 
Nevada 17 70 
Oklahoma 77 23 
Oregon 36 72 
South Carolina 46 78 
Texas 253 26 
Vermont 243** 15 
West Virginia E 55 16 


*Townships. **Total townships. 
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Table Il 
Number and Percentage of Local Welfare Units Paying Non-Governmental Hospitals 


No. Counties Have Govt'l 
Answering Hospital 

10 27% 
81 84% 
2 15% 
8 67% 
Oklahoma 11 61% 
Oregon 6 23% 
South Carolina 11 31% 
Texas: 13 20% 
Vermont 6 16% 
West Virginia 3 33% 


State 


Table III 


Number of Non-Governmental Hospitals Utilized 
in Various Counties 
Per Cent 


Tax payments made to 1 hospital by 78 counties. 30 

Tax payments made to 2 hospitals by 67 counties. 25 

Tax payments made to 3 hospitals by 39 counties. 15 

Tax payments made to 4 hospitals by 23 counties. 9 

Tax payments made to 5 hospitals by 24 counties. 9 

Tax payments made to 6-10 hospitals by 23 coun- 
ties 

Tax payments made to over 10 hospitals by 2 
counties 

No answer by 5 counties 


Average number of hospitals paid by these coun- 
We Sy chaiuardtietesenseiaeaaseaasaal 2.87 


In Texas, of the 67 counties (25 per cent) which 
answered the questionnaire, 30 made no profision 


at all for the hospitalization of indigents. Eight 
counties had governmental hospitals where indigents 
were hospitalized, 24 had no local governmental hos- 
pitals but paid for the care of indigents in voluntary 


Paying Non- Method of Payment 
Govt'l Hosps. Lump PerCap. Both No Ans 


30 81% 1 23 ge. 
89 92% - 86 2 1 
11 85% 1 10 ets ot 
6 50% fo 5 ¥, 1 
18 100% 14 oS ile 
21 81% 20 
21 58% 
29 43% 
27 73% 
9 100% 


261 24 uss 


hospitals and 5 used both methods, voluntary and 
governmental hospitals. In the 29 counties where 
voluntary hospitals were paid, a per capita per day 
amount was spent in 27, and the lump-sum method 
of payment was used in 2. 


In 2 of the 3 New England states (Connecti- 
cut and Vermont), the local units are townships, 
not counties. The proportion of townships answer- 
ing is low in both of these states, so that the 
responses may not be representative. So far as they 
go, nearly three-fourths of the townships in Ver- 
mont and over four-fifths in Connecticut pay non- 
governmental hospitals. In Maine, the third New 
‘England state studied, 13 of the 16 counties an- 
swered and 11 of the 13 used tax funds to pay for 
hospital care in non-governmental institutions. In 
Oklahoma and West Virginia, the two remaining 
states shown on the table, the percentage of counties 
replying is low. It is probable that many of the 
counties not replying are those in which the answer 
to the question would be negative. In these two 
states, all of the counties which replied gave affirma- 
tive answers to the question, “Do you use tax funds 


Table IV 


Comparison Between Policies of Counties Having and Not Having Governmental Hospitals 


No Govt'l 
Hospital ; 
Pay Local 
State Vol. Hosps. 
ROPE COTE COG Oe Te 23 
Iowa 


Nevada 
Oklahoma 
Oregon 

South Carolina 


Vermont 
West Virginia 
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Do Not Pay 
Local Vol. Hosps. 


No Govt'l 
Hospital; 


Have County 
Hospital ; 
Pay Local 

Vol. Hosps. 


a 


Have County 
Hospital ; 

Do Not Pay 

Local Vol. Hosps. 


N 


WAMUNIDR=EAN DN 


124 35% 


26 8% 
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to care for the indigent in non-governmental hos- 
pitals ?”” 


Summary 


Thus, the returns from these 10 states are found 
to be in entire accord with those of the 18 states of 
the 1935 study. It is evident that a considerable 
proportion of local public welfare authorities 
throughout the United States have adopted more or 
less completely the policy of using tax funds to pay 





non-governmental hospitals for the care of persons 
for whom the public welfare authorities are respon- 
sible and who cannot themselves provide needed hos- 
pital service. Hospitalization of such persons in 
non-governmental hospitals is supplementary to the 
use of local county or city hospitals, but since only 
about 400 counties in the entire United States pos- 
sess such hospitals, the use of the non-governmental 
hospitals in this way is of substantial general im- 
portance. 
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UNEMPLOYMENT RELIEF IN PERIODS OF DEPRES- 
sion. Leah H. Feder. Russell Sage Founda- 
tion, New York. 1936. $2.50. 


“With each depression emergency measures are ‘ 


embarked upon—and the results generally forgot- 
ten. This study recovers and records significant 
experience in previous depressions for its bearing 
upon present and future policies.” 


With this as her thesis the author has made a 
careful study of the remedial measures adopted in 
six large cities during the six major depressions 
from 1857 to 1922. The economic factors leading 
up to these depressions, and the measures taken 
to prevent their recurrence have been rigorously 
excluded from the study. The measures taken and 
the results obtained are largely gathered from local 
records made at the time and studied in original 
reports and contemporary literature. 


The text is reinforced by statistical tables, by 
copious references to contemporary sources, official 
reports, etc., and is followed by a comprehensive 
selected bibliography and the entire subject mat- 
ter is well indexed. 

ssineosalillipiabiaces 


FEEDING FOR HEALTH. Albert Pick Co., Inc., Chi- 
cago, Illinois. 1936. 


This little brochure will be of assistance to every 
executive or dietitian interested in planning a new or 
modernizing an old kitchen. 


The many problems of arrangement for economical 
operation, the selection of equipment for conveni- 
ence, efficiency, and durability, and the special prob- 
lems of modernization are all discussed from the 
standpoint of the kitchen engineer of experience. 


Several illustrations of typical installations and 
blueprints of floor plans serve to clarify the prin- 
ciples discussed in the text. 


Book Shelf 


Every step from receiving and storage to trans- 
port and serving of the finished product is noted, 
and the faults to be guarded against in the purchase 
of equipment are discussed in some detail. 


MEDICAL POLICIES AND PROCEDURES FOR THE RESI- 
DENT STAFF OF THE ALAMEDA County Hospt- 
TALS AND Cxinics. Benjamin Warren Black, M. 
D., Medical Director of Alameda County Hospitals 
and Clinics, Oakland, California. 


This very comprehensive manual gives detailed in- 
formation to the resident staff as to their general 
conduct and relations to other personnel, the gen- 
eral management of patients, history taking, dis- 
charge and transfer of patients, handling of emer- 
gencies, and completion of records. 


Under the head of General Instruction to the 
Resident Staff, the duties of each resident, assistant 
resident, and intern is set forth in specific terms. 
Chapter IV covers x-ray, laboratory, anesthesia, and 
the handling of coroner’s cases. In Chapters V to 
XV, each of the clinical services with its policies, 
procedures, and routines is described in detail. 
Chapter XVII includes a drug index and the hospi- 
tal formulary. Chapter XVIII covers the routine 
of the dietary department so far as it relates to the 
care of patients and describes the composition and 
usual modification of all standard and therapeutic 
diets. 


The manual covers all the details which the resi- 
dent staff needs to know, is well arranged, and well 
indexed for ready reference. Bound in a loose leaf 
binder—four inches by seven inches—the volume is 
of convenient pocket size, and as routines are re- 
vised the new version can easily be substituted for 


the old. 
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The Needs and Opportunities in 





Psychiatric Nursing 
WILLIAM C. MENNINGER, M.D. 


Menninger Psychiatric Hospital and Sanitarium, Topeka, Kansas 


I. 1879 Dr. Epwarp Cow ss started the first 
school in psychiatry for nurses in the “McLean 
Asylum” in Massachusetts. In the fifty-seven in- 
tervening years the nursing profession has made less 
advance in this branch of nursing than in any other, 
despite the fact that more than half the hospital beds 
in this country are devoted to nervous and mental 
patients. 


My interest in psychiatric nursing dates back only 
eleven of these years, but for at least the last six 
years it has been of major interest to me. During 
these years it has been my privilege to be associated 
with an accredited postgraduate school in psychiatric 
nursing, and as a result, to have had contact with a 
large group of nurses, both in and out of psychiatry. 
Within the last year I have had the opportunity of 
corresponding with over seven hundred superintend- 
ents of general hospitals relative to their attitude 
toward psychiatric nursing. 


As a result of these contacts, I have concluded that 
one might divide the nursing profession into the 
following three groups, depending upon the attitude 
toward the importance of psychiatric nursing. 


There is a first group—which unfortunately is far 
too large, perhaps the majority—which knows noth- 
ing about psychiatry and apparently is indifferent 
toward it. I feel sure that many of these nurses have 
the attitude that psychiatry is something strange, 
queer, and eccentric, and view it askance and 
a certain amount of fear. It seems beyond their 
comprehension that any nurse should want to go 
into psychiatry, and they wonder how the psychiatric 
nurse can stand “being around all those nervous 
people.” They put themselves very much in the same 
position as a layman who approaches the surgical 
nurse with the question, “How can you stand the 
sight of all that blood ?” 


There is a second group of nurses who have the 
attitude toward psychiatric nursing that it is an 
important subject, and one which it is very desira- 
ble for every nurse to study, but drop the matter 
there. They themselves approve of it but know 
nothing about it personally and make no effort to 
learn anything about it. They approve of it for 





someone else, but feel that somehow they are ex- 
ceptions and do not need to know anything about it. 


There is a third group, which fortunately is grow- 
ing very rapidly, which is characterized by a pro- 
gressive interest in learning about psychiatric nurs- 
ing themselyes and in directing any nurses under 
their jurisdiction to an interest in it. In this group 
can be included many of the outstanding leaders of 
the nursing profession, Susan C. Francis, May Ken- 
nedy, Blanche Pfefferkorn, Mary M. Roberts, Isabel 
Stewart, Clarabelle Wheeler, and a host of others. 
The National League of Nursing Education has 
enthusiastically endorsed and recommended the in- 
clusion of psychiatric nursing in the curriculum for 
every nurse. The superintendent of one of the 
largest hospitals in this country told me recently that 
she has insisted that every supervisor, regardless of 
whether she may be in pediatrics, surgery, medicine, 
obstetrics, or any other branch of the profession, 
must have had a course in psychiatric nursing to 
hold her position. 


Reasons for Presenting the Subject 


Anyone engaged in psychiatric nursing is glad for 
an opportunity to present the needs in this field. 
One reason for presenting the subject is the exist- 
ence of the first group of nurses mentioned above, 
who hardly know psychiatry except by name. They 
know nothing of what it is about, of what the nurse 
does in psychiatric nursing, and they have no basis 
for thinking that they might profit by knowing the 
subject. In part, this is through no fault of the 
nurse herself, but is the result of an evolution in the 
educational system in nursing. For many years 
psychiatry was not regarded as being desirable or 
particularly helpful. It was thought to have no im- 
portance except to those persons who attended the 
inmates in the secluded cloisters of the stone build- 
ings on the periphery of the village—the insane 
asylums. There was no recognition for many years 
of the application of psychiatry to the physically ill 
person. What was true of the schools of nursing 
was also true of the medical schools, so that even 
at the present time the majority of doctors have an 
inadequate grasp both of the psychiatric syndromes 
and of the psychological distortions of physically ill 









people. It is with the hope of reaching some of 
these nurses that repeated presentations of the op- 
portunities in psychiatric nursing are in order. 


The Need for Nurses in the Field of Psychiatry 


A second reason for presenting the subject is that 
there is a great need for nurses in the field of 
psychiatry. The need might be expressed bluntly 
by the statement that there are more deaths from 
one symptom of mental illness—suicide—than there 
are from the combined mortality of the five most 
common communicable diseases, namely diphtheria, 
typhoid, pertussis, scarlet fever, and measles. The 
lack of interest in the field is the more difficult to 
understand when we consider the number of men- 
tally ill people, and the almost unbelievable amount 
which the public spends for their care. Statistic- 
ally, it is known that one out of every twenty-two 
persons in this country will develop a mental dis- 
order of a severity sufficient to require hospital treat- 
ment at some time in his life. Between 60,000 and 
70,000 new cases are admitted to state mental insti- 
tutions every year, and the population of these is 
increasing roughly speaking about 14,000 a year. For 
the 300,000 odd patients under care in state mental 
hospitals our taxpayers pay approximately $200,000,- 
000 a year to provide hospital care and treatment for 
them. 


Not only are the statistics of the prevalence of 
mental ill health astounding, but it is disconcerting 
to know of the scarcity of psychiatrically trained 
nurses. The most recent figures on this subject are 
given by Mrs. How in 1933 (1). At this time there 
were 294,000 registered nurses, 1,870 of whom were 
in psychiatric nursing. These 1,870 nurses were 
theoretically responsible for the care of 264,000 
patients. In Kansas, there are more than 5,000 hos- 
pital beds allotted for this type of illness, and to my 
knowledge there are not more than half a dozen 
graduate nurses in attendance to all of these patients. 
Fortunately, many states are more progressive in 
this respect, and graduate nurses are at least in 
charge of the important posts in a good many of 
the larger institutions. The fact remains, however, 
that if Kansas should adopt the plan of many of the 
states in which the state hospitals are staffed by 
nurses from their own states, there would not be 
enough nurses with postgraduate work in psychiatry 
in this state to staff the important positions in even 
one of our six state institutions. 


The Need for Psychiatric Experience in General 
Duty Nursing 


There is still a third, and probably most important, 
reason why psychiatric nursing should be of interest 


to every nurse. As was stated above, the leaders in 
the nursing profession recognize the desirability of 
this, and the League of Nursing Education has 
strongly urged it. One must re-orient himself, how- 
ever, from the older conception of medicine if he is 
to grasp the value of psychiatric experience for the 
general duty nurse. 


Every nurse is confronted daily with psychiatric 
problems, problems that require a psychiatric knowl- 
edge for their understanding. For example, the very 
sick individual with pneumonia may develop a 
delirious reaction which presents a more difficult 
problem of treatment than his lung condition. In 
hyperthyroidism one is often perplexed with the 
problem of restlessness, sleeplessness, and anxiety. 
The reaction to pain varies with the individual so 
widely that only with an understanding of his psy- 
chological makeup can this be interpreted. The 
average nurse’s daily practice includes those persons 
with functional heart difficulty, with menstrual dis- 
orders without physical findings, those persons whose 
minds center around some part of their gastro- 
intestinal tracts—the dyspeptic, the choleric, the 
constipated, the flatulent—and a host more. None 
of these individuals ordinarily require psychiatric 
care, but they do need a nurse who is trained in 
psychiatry. As a result of the treatment and care 
they receive, these individuals either obtain gratifica- 
tion and relief, or they start the rounds from doctor 
to doctor—or even worse, resort to the charlatan. 
Every intelligent nurse knows that at least fifty per 
cent of the complaints of her patients have no or- 
ganic foundation. How then is she to handle these, 
when she knows that their symptoms are the result 
of psychological or emotional jams, and she herself 
does not understand them? The nurse without 
psychiatric training is almost at a total loss in at- 
tempting to take care of the frankly neurotic indi- 
vidual, and she is much beyond her depth in attempt- 
ing to care for a psychopathic patient. 


And so, for these reasons and perhaps many 
others, psychiatric nursing should receive the con- 
scientious interest and study of every nurse who 
presumes to take care of the sick individual. Always 
it will be her job to care for the patient—not just 
alone for his disease. 


How Can This Situation Be Changed? 


The problem of how to present psychiatric nursing 
to the nursing profession is a challenge which is re- 
ceiving an increasing amount of attention, particu- 
larly by the National League of Nursing Education. 
It is the object of serious consideration by many of 
the leaders in the nursing profession. I have had 
the opportunity to learn the opinion of a good many 
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of these. One must recognize the two major groups 
to be approached—first, those who have finished their 
course in general nursing and are out on general 
duty or doing some special type of nursing other than 
psychiatric nursing; and second, those who are 
students in the schools of nursing. Both of these 
groups should and probably can be reached. I want 
to make five brief suggestions as to how this situa- 
tion may be changed. 


First, recognizing the deficiency in this field of 
training, every opportunity possible should be util- 
ized to present psychiatric nursing at state meetings, 
as well as at countless district meetings, and meetings 
of alumnae and local associations. In the larger 
hospitals where graduate staff education is carried 
on either in the form of league meetings or hospital 
meetings, the subject could be presented in the form 
of a study course. 


The second opportunity to learn about psychiatric 
nursing is fortunately presented through the nursing 
journals, and a rapidly increasing number of text 
books. The attitude as to the importance of psychia- 
tric nursing by the leaders of your profession is per- 
haps well shown by an analysis of the October issue 
of the American Journal of Nursing. In this one 
issue there are eleven articles, five of which are of 
interest to all nurses, and three of which—the ones 
about Dorothea Dix, the endocrine system, and the 
case study of dementia praecox—deal specifically 
with psychiatric nursing. Unfortunately, most of 
the text books dealing with this subject concern 
themselves largely with the nursing care of the 
psychotic individual, and for this reason are not 
ideal for the general nurse. On the other hand, such 
books as Henry’s Psychopathology, Mary Chad- 
wick’s Psychology for Nurses, and several other ex- 
cellent texts would be of infinite value to any general 
duty nurse who cares to study them. 


A third opportunity to change the situation is 
open to every general hospital school of nursing 
through the introduction of courses in psychology 
for nurses. Most of the theoretical courses which 
are given in our general hospitals deal too largely 
with the psychotic syndrome, a subject which the 
general duty nurse does not need to know much 
about. On the other hand, if such courses could 
deal chiefly with normal development, mild mental 
reactions and neurotic reactions in physical disease, 
they could be of tremendous help to the nurse. 


A fourth hope for changing the present situation 
is the formation of affiliations of general hospital 
schools with psychiatric institutions. This is a very 
widespread custom in the East, and many state 
leagues of nursing education require that every nurse 
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have a psychiatric affiliation. In our own state 
ninety-eight per cent of our nurses receive their 
registration without ever having been inside a 
psychiatric institution. In our own hospital we have 
had the pleasure of having affiliations with four dif- 
ferent general hospitals in the state, but under the 
present conditions it is impossible to carry out 
affiliations with any of our state institutions, though 
it is a greatly needed opportunity. If such a change 
is to come about, however, it must be initiated by 
the nursing profession. We have stopped affiliations 
at our own school because our prime interest is in 
our post-graduate course, and we have felt it was 
unfair to the under-graduate student to expect her 
to compete with graduate students. 


A fifth opportunity, and perhaps the greatest one 
for changing the present situation, lies in the oppor- 
tunity for any nurse who has a serious interest in the 
subject to enroll in a post-graduate course in psychia- 
tric nursing. There are sixteen such courses in the 
United States which have been accredited and rec- 
ognized, one of which I say with pride is at my own 
institution. In our school less than a fourth of the 
students have come from Kansas; we have had more 
from the one state of Texas than from our own 
state. Further, I should add an experience which I 
am sure is common to all post-graduate courses in 
psychiatry—namely, that the majority of the nurses 
who take the course do not go into psychiatric nurs- 
ing but return either to general duty nursing or to 
some other specialized branch of nursing. It may 
also be of interest to mention that we have never 
been able to supply the demands for trained psychia- 
tric nurses that have come to us from many institu- 
tions all over the country. 


What Does the Psychiatric Nurse Do? 


Often we are asked, What does the psychiatric 
nurse do? Of what does the training consist? How 
does psychiatric nursing differ from general duty 
nursing? To answer these and other questions, I 
shall repeat some of the high points from a previous 
report on this subject (2). 


Physicians directing the recovery process of the 
mentally ill are constantly confronted with the prob- 
lem of controlling and organizing the patient’s time 
during the intervals between personal contacts. Even 
though it is possible with a sufficient number of 
physicians to see each patient for as much as an hour 
a day, there are still twenty-three hours that some- 
one else must manage the patient. It is the physi- 
cian’s responsibility to prescribe and supervise the 
management of the patient during these hours, but 
necessarily through the aid of therapeutic assistants 
—nurses and special therapists. In our own experi- . 





ence we found it necessary to develop an organiza- 
tion of nurses, all of whom were therapists of a 
special sort, and not merely bed-makers, or keepers- 
of-the-keys. It was necessary not only to use extreme 
care in selecting the personnel, but also to teach 
them the fundamentals of psychiatry, that we might 
thus give them a psychiatric point of view. It be- 
came essential to give them some general under- 
standing of psychodynamics, in addition to the out- 
lines of descriptive psychiatry, and to teach them 
the important concepts of psychiatric nursing, ap- 
plied in such familiar phrases as “sympathetic un- 
derstanding,” “eternal vigilance,” and “patient per- 
severance.” Only through special training could we 
help them obtain an objective, non-emotional attitude 
in their personal behavior. 


Selecting the Psychiatric Nurses 


Our choice of personnel was based initially on 
the nurse’s intelligence, her interest in the field, and 
the stability of her personality, but even though she 
is interviewed by several members of our staff it 
is not always possible to judge these factors accurate- 
ly without a practical trial. To my knowledge, we 
were perhaps among the first psychiatric institutions 
to require that our nurses be graduates of an ac- 
credited general hospital training school, and that 
our therapists and male attendants have some college 
training, many of them being graduates. 


Each individual, regardless of her position, is re- 
quested to furnish an explanation of her desire to 
enter the field of psychiatric nursing. We have found 
that it is impossible to carry out an effective treat- 
ment program with attendants who, even though in- 
telligent, are working merely to make a livelihood 
and have no deeper interest in their jobs, or with 
persons who go into psychiatric work in an attempt 
to solve their own neurotic difficulties. The stability 
of the personality is far more important than its par- 
ticular make-up. We have found it expedient to 
have various types of personalities included among 
our nurses, e.g., the maternal nurse may be especially 
successful in the management of an infantile per- 
sonality, through her soothing solicitousness, her 
comforting voice, and a maternal attitude of pro- 
tection ; a schizoid individual may succeed in obtain- 
ing the cooperation of a schizophrenic patient in 
many instances in which a more extraverted nurse 
fails; the firm and domineering type of personality 
may be of special advantage in handling the “spoiled 
child” type of patient. Regardless of the type of 
personality, the character trait of stability which may 
be evaluated roughly from a social history, giving 
facts about the home situation, the scholastic record 
and the vocational experience, contributes largely to 
the success of psychiatric treatment. 


What We Expect of the Psychiatric Nurse 


We must depend upon our personnel to create a 
friendly and secure environment. We expect a nurse 
to be a confidential friend to the patient, and a com- 
panion in recreational and occupational activities. 
She must be a diplomat in handling actual difficulties 
which arise concerning treatment and _ privileges. 
Finally, she must be the doctor’s chief advisor con- 
cerning the patient’s behavior, and at the same time, 
be capable of charting it intelligently and accurately. 
But one can expect none of these functions on the 
basis merely of her native intelligence, her enthusi- 
asm, and her emotional stability. 


To enable a nurse to carry out this difficult assign- 
ment of functions she must have psychiatric knowl- 
edge. She must have a functional and not merely a 
theoretical understanding of psychodynamics. She 
must know not only the methods used in the thera- 
peutic management of each type of mental illness, 
but the reasons for them. It is necessary to teach 
her the various difficulties she may encounter, their 
solution, and the rationale. She must be taught that 
the companionship or friendship prescribed for the 
mental patient, can and must be scientifically con- 
trolled. She has to be taught what to observe in 
the patient, and how to record it. Probably the most 
important lesson in her training is to become objec- 
tive and non-emotional, and yet at the same time re- 
main sympathetic, friendly, and understanding in 
her relationships to patients. 


Psychiatric Training in the Post-Graduate School 
of Nursing 


In our experience we rarely have found an indi- 
vidual who was able to carry out the functions en- 
tirely to our satisfaction on the basis of previous 
training. For this reason we established a training 
school with a prescribed course of three trimesters 
(nine months) running continuously. There is a 
wide variation in the schools of thought and actual 
practice in psychiatry, and it is important that the 
personnel understand the attitude in practice of the 
particular hospital in which they work. For this 
reason, each senior member of the medical staff gives 
lectures in our training school, as do also the nursing 
instructress and the heads of the occupational and 
recreational departments. Regardless of previous 
experience, each new nurse and therapist, and even 
the secretarial help, take this didactic work. 


The work of the first trimester is devoted to a 
presentation of fundamentals. The course in 
psychiatry is largely devoted to psychodynamics, in- 
cluding mental mechanisms (dynamisms) and types 
of personality. Psychiatric nursing covers the ap- 
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plication of these theories to practice in such funda- 
mentals as precautionary methods, the explanation 
and interpretation of the physician’s prescriptions, 
and.routine procedures. A course in neurology is 
given to orient further the nurse in its relation to 
psychiatry, as well as for its practical application in 
the neurologic syndromes frequently seen. 


In occupational therapy and physical therapy the 
nurse is given both theory and practice. In recrea- 
tional therapy she learns not only theory but also 
a large variety of recreational activities. The first 
three months’ work includes a total of one hundred 
twenty hours of lecture and recitation work, which 
amounts to nine hours of classroom work each week. 


The work in the second trimester is planned to in- 
clude a dynamic as well as a descriptive study of the 
more common mental illnesses, and in addition, the 
principles of clinical psychology and child guidance. 
Each student is required to make case studies and to 
write book reviews. The work includes a total of 
sixty-six hours of lecture, an average of five hours 
a week. 


By the third trimester it is assumed that the nurse 
is oriented sufficiently well in psychiatry to profit 
from a course in psychoanalytic theory. We regard 
this subject as of paramount importance, in part be- 
cause many patients in the hospital are under psycho- 
analytic treatment, and also because our actual prac- 
tice, as far as possible, is based on an analytic under- 
standing of the patient’s problems. In addition, the 
nurse is given the opportunity to write a research 
thesis to encourage the expression of her own orig- 
inality, as well as to increase her familiarity with 
the literature and the use of the library. Other lec- 
tures deal with ward management and special psy- 
chiatric hospital problems. This course in psychia- 
tric nursing has been approved by the State Board of 
Nurses’ Registration, and is accepted by Washburn 
College for ten hours of college credit. 


With this instruction the nurse is able not only to 
take care of frankly psychiatric patients, but she is 
also far more capable in her contacts in general duty 
nursing. She has a good acquaintance with occupa- 
tional therapy methods and techniques; she has 
learned the place of recreation in the treatment of 
illness. She has become acquainted with physio- 
therapy measures and methods. Most important, 
she can understand the psychological mechanisms 
involved in the neurotic complaints of those patients 
she may care for in a general hospital. 


As a result of our experience in this post-graduate 
school of psychiatric nursing we have made certain 
interesting observations and come to some very 
definite conclusions. First, we are quite sure that 
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many nurses do not have the emotional stability to 
make good psychiatric nurses. This does not mean 
that they cannot complete the course, but that their 
own make-up is such that they are not helpful to 
mentally ill people. In psychiatry, the nurse her- 
self is a major part of the treatment (3), and if she 
is unable to adjust to the situation she is not good 
“medicine” for the patient. 


A second observation has shown us conclusively 
that, just as in the case of physicians, there are many 
nurses who go into psychiatry as an attempt to solve 
their own psychological difficulties. Approximately 
one out of every three or four nurses who come to 
us to enter training is unable to complete the course 
because of her own emotional difficulties. She has 
unconsciously elected a course in psychiatry with 
the hope of solving her own emotional problems. Per- 
haps more important, however, is the fact that every 
nurse who goes into psychiatry utilizes the training 
that she receives to increase her own efficiency and 
to help her own adjustment. She finishes the courses 
with a much better insight into her own eccentricities, 
her own peculiarities, her mood fluctuations, her 
methods of self-defeat, and in many other ways im- 
proves her own mental health. 


A third observation is the unanimous opinion of 
the graduates that their own capabilities and efficiency 
in handling general duty cases are tremendously 
enhanced by their experience in psychiatric nursing. 
They have learned to see their patients not as ap- 
pendicitis cases, or pneumonia cases, or a fractured 
femur case, but as individuals. They are no longer 
limiting their attention to complaints of pain or tem- 
perature and pulse variations, but have become keenly 
aware of even minor changes in mood, in the re- 
actions, and in the sensitiveness of the personality for 
whom they are caring. 


It has been my sincere desire in the presentation 
of this subject to call your attention to the status 
of psychiatric nursing and to the opportunities which 
it offers every nurse. It is pertinent that I call your 
attention to the situation which exists in our own 
state, though it exends far beyond our own 
boundaries. When less than one per cent of graduate 
nurses are concerned with more than fifty per cent 
of the hospitalized patients one must conclude that 
there exists a widespread and deplorable condition 
which challenges the nursing profession throughout 
our country. 
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Women’s Auxiliaries 


MRS. W. C. WOODWARD 
President, Women’s Auxiliary to The Vancouver General Hospital, B. C., Canada 


a. VALUE OF THE WOMEN’S AUXILIARY 
to a hospital is beyond question. Probably the great- 
est contribution apart from any special activity is 
the interest it creates in the community, and the 
support it brings to the hospital. 


Auxiliaries are organized in many ways, usually 
to meet some essential need that neither hospital nor 
community is able to supply, and its work enlarges 
according to subsequent needs. This sometimes 
creates a handicap as compared with an auxiliary 
which definitely defines its policy at its inception. 
Recently a report of the year’s activities of the 
Women’s Auxiliary to the Vancouver General Hos- 
pital was presented at the annual meeting of the 
Provincial Hospitals’ Association, and the following 
outline of its organization and policy is given in the 
hope that it will be helpful to sister auxiliaries of 
other hospitals. 


The City of Vancouver caters to a population of 
more than three hundred thousand and has an active 
hospital of 1,100 beds, some 400 or 500 of which are 
for indigent patients. The auxiliary is financed by 
the Welfare Federation, (Community Chest). 


It would take an abler pen than mine to give the 
public any real conception of the work of the 
Women’s Auxiliary in a metropolitan hospital. So 
much of the work is in the planning, the actual re- 
sult seems small in comparison. 


Each committee is a small auxiliary in itself, hav- 
ing its own convener and in some cases, its own treas- 
urer, all working in co-operation with the main 
executive. 

There is a membership of three hundred of which 
two hundred are active during the greater part of 
the year. It should be stated that the work of every 
member is absolutely voluntary. . 

The Auxiliary has striven to build on a firm 
foundation so that from year to year there is a steady 
progress towards an efficiency on which the hospital 
can at all times depend. 

The Auxiliary’s income latterly has been derived 
from the Vancouver Welfare Federation, the sum 
of approximately $4,500 being allotted annually. It 
has been found that this steady income works ad- 
vantageously in planning the year’s work, as each 
committee knows its financial status for the year 
ahead and can plan accordingly. 


It has been a policy of the Auxiliary to have one 


activity featured at each monthly meeting with a 
speaker invited to address the meeting on a subject 
relative to that activity. The speaker of the day is 
invariably an authority on his subject and the talks 
have proven both interesting and instructive. 


The Auxiliary has twelve committees with their 
sub-committees. A short resume of the work of each 
will explain how the Auxiliary keeps in touch with 
every branch of the social work of the hospital. 


The Publicity Committee 
Arrangements for publication of notices and photo- 
graphs of hospital activities in the local newspapers 
are made by the Publicity Committee. This has 
proven a definite help in reminding the general public 
of the work and activities of the hospital in their 
midst. 
The Library Committee 
For five days each week the Library Committee 
covers three public wards each day with the library 
wagon. A card index system has been installed 


‘which results in greater efficiency. At the special 


library meeting all members were invited to donate 
books and magazines, new or used. This is the com- 
mittee’s principal source of supply. The speaker on 
this occasion was the Director of the Public Library. 


The Maternity Committee 

Once a month the Maternity Committee meets to 
cut out and distribute for home-sewing, baby gar- 
ments, nightgowns and diapers, these being the prin- 
cipal garments made. Baby blankets and canned 
milk are supplied when necessary. A great number 
of knitted garments are donated. These are given 
to patients in urgent need of help on the advice and 
after investigation of the social service nurse. ‘ 


In connection with this committee is a canteen 
which provides and serves hot cocoa to the patients, 
many of whom have come long distances and are 
very grateful for this attention. 


The Placement Committee 
As far as possible the Placement Committee desig- 
nates members to the committee in whose work they 
are most interested. 


The Social Committee 
Arrangements for entertainments, concerts, etc., at 
Christmas and Easter in the public wards are made 
by the Social Committee. All artists donate their 
services for these occasions. 
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(Left) A Member of the Visiting Committee Making a Call. (Right) 


The Lenten Sewing 

The Lenten Sewing as its name implies operates 
during Lent. Its members meet twice a week in a 
room allotted to them at the hospital, to do hospital 
sewing such as baby gowns, surgical towels, etc., 
all material being supplied by the hospital. Sewing 
machines are rented by the Auxiliary. An average of 
6,000 articles are made during this period. 


The Training School Committee 
Various social events are arranged by the Training 
School Committee during the year for the probation- 
ers, with a view to meeting each one personally, thus 
helping them to know that the Auxiliary members 
have an interest in them and their work. 


A sub-committee makes contributions to the stu- 
dents’ library and endeavors to make their off duty 
hours more comfortable by assisting in refurnishing 
and equipping the recreation rooms. 


The Visiting Committee 

Regular visits are made by the Visiting Committee 
to the public wards in the Vancouver General Hos- 
pital and its Annex to those patients who, the nurse 
in charge finds, have no friends or relatives near 
enough to visit them. 

The visitors carry small gifts of cigarettes, maga- 
zines, etc., which make these patients feel less lonely. 
Many of them are incurable and look forward to 
these visits as their one bright spot. 

A sub-committee exists which provides readers 
for those patients requesting this service, such as the 
blind and those otherwise unable to read. Many 
foreign newspapers are circulated. 

Special visits are made at Christmas time, when 
small presents are distributed in the wards. 
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Library Service for the Patient. 


The Social Service Committee 

The work of the Social Service Committee is car- 
ried on chiefly in the out-patients’ department in 
close co-operation with the social service trained 
worker of the out-patients’ department and the head 
of the social service of the hospital. It is the most 
far-reaching of the Auxiliary’s activities and absorbs 
the greater part of the income. The hospital authori- 
ties state that the work of this department is of the 
utmost value to them. Attached to and working 
with the Social Service Committee is a group of 
about fifteen young workers (the majority of whom 
are members of the Junior League of Vancouver). 
They attend the various clinics daily, heart, diabetes, 
ear, nose and throat, etc., taking on routine work 
such as weighing patients, taking notes, making 
charts for new cases, preparing specimens, etc., thus 
releasing the trained nurse for the more advanced 
work. By changing the workers from one clinic to 
another each becomes fairly efficient in all branches 
and this experience should prove of great value to the 
community life of the city. 


The canteen sub-committee provides hot soup to 
the waiting patients, a little attention which does 
much to mitigate the anxiety and boredom of waiting 
for examination. Another sub-committee provides 
drivers and cars for the transportation of patients 
from outlying districts who are unable to undertake 
a long journey by street car or bus, either at time 
of discharge from hospital or when coming to the 
out-patients’ department, x-ray or physiotherapy de- 
partment for treatment. Milk tickets are supplied 
to under-nourished patients for whom the doctor 
prescribes extra milk. 


A sub-committee undertakes to have a supply of 
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new and used clothing for issue to needy out-going 
patients. 

A committee of specially picked workers exists 
for what is known as the “follow-up” work which 
is carried on in the homes of the patients. This work 
calls for the greatest tact and kindliness and great 
credit is due to these workers for their success in a 
difficult task. 

The workers first attend the consultation with the 
doctor, obtain information about the patient and his 
needs, and the doctor’s wishes concerning him. 

These visitors often have more influence than a 
paid worker, as the patient knows that the work is 
voluntary and concludes that the visitor’s judgment 
is therefore unbiased. The attitude thus established 
helps to break down the ignorant prejudice against 
the hospital and doctors, which is so encouraged by 
“quacks” for their own ends. 

In the case of diabetic patients the “follow-up” 
work consists of visiting the patient in his home, to 
watch progress and to see that the patient faithfully 
adhered to instructions for diet and insulin treat- 
ments. 

The committee provides many pairs of glasses, for 


which, whenever possible, the patient pays gradually. | 


It also provides orthopedic shoes, artificial limbs, 
etc. 

Every case referred to the committee is thoroughly 
investigated by a trained social worker prior to the 
voluntary worker’s visit. 

A meeting is held once a week, when the commit- 
tee brings forward each case for discussion. No 
action is taken by the Auxiliary, if any other organ- 
ization or municipality is found to be responsible for 


Auxiliary Members Assisting 
in the Out-Patient Depart- 


the case. This information is procured 
from the Council of Social Agencies’ con- 
fidential bureau. 


The organization is very keenly inter- 
ested in the re-establishment of handi- 
capped patients and organized a small cen- 
ter of occupational therapy. The Auxil- 
iary’s scope was limited and the department 
grew so fast that it has now been taken 
over by several philanthropic groups. It 
is now known as “The Vancouver Occu- 
pational Industries.” 


The Auxiliary’s social service policy is 
one of re-establishment rather than of con- 
tinued charity and stands ready in emer- 
gency to give care and advice in illness 
and any help the patient requires until he 
can be referred to an organization which 
meets the particular need of that patient. 


In closing I would like to add that the 

_ success of any auxiliary depends on the 

close co-operation of executives of the .auxiliary 

with the administration of the hospital. In this the 

Auxiliary to the Vancouver General Hospital is sin- 

gularly fortunate as it can always implicitly rely on 

the sympathetic interest and encouragement of those 
in charge of the hospital. 
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The Value of Environmental Control 
in Tuberculosis 


CLARENCE A. MILLS, M.D. 


Professor of Experimental Medicine, University of Cincinnati, Cincinnati, Ohio 


I. THE TREATMENT OF PATIENTS afflicted with 
pulmonary tuberculosis it has been recognized for 
some time that the chances of recovery are best when 
the general body nutrition is maintained at a high 
level. Certain aspects of medical or surgical han- 
dling may aid the patient in his fight, but basically it 
is his own tissue vitality and ability to localize and 
wall off the infection that determine his chances for 
restoration to health. Hence the emphasis on diet 
high in calories and vitamines. By making ample 
provision for such dietary needs, tuberculosis hos- 
pitals have greatly aided the medical profession in 
its efforts to conquer the disease. Today the disease 
has lost much of its dreadful reputation and high 
death rate. 


Influences in Physical Environment 


There remain, however, certain important phases 
of its institutional handling that need further em- 
phasis. These have to do mainly with the effects of 
physical environment on nutritional state and tissue 
vitality. Careful studies of recent years have shown 
in no uncertain way the influence exerted by atmos- 
pheric environment over many of the basic phases of 
existence. Growth and development, age on reach- 
ing maturity, fertility, resistance to infection, and 
general energy level of existence—these all depend 
directly on the ease or difficulty of losing body heat 
to the surrounding environment. When body heat 
loss becomes difficult, the entire metabolism of the 
individual is suppressed—growth is slower, maturity 
is delayed, resistance to infection falls, and in all 
ways existence is on a plane of lowered vitality. 


With the proper ease of heat loss, on the other 
hand, body heat production and metabolism are stim- 
ulated, growth and development are accelerated, and 
resistance to infection heightened. However, it is 
readily possible to carry too far in this direction and, 
by too rapid removal of body heat, promote harmful 
chilling or a state of metabolic exhaustion in which 
tissue vitally falls to alarmingly low levels. It is on 
such a basis of prolonged stimulation and exhaustion 
of the body by month after month of winter cold 
that we have the heightened death rate and greater 
susceptibility to infection of our early spring period 
in the North. 
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These effects of physical environment on general 
bodily vigor and vitality are very real and should be 
fully appreciated by those whose interest lies in the 
care and handling of tuberculosis patients. Without 
going further into the details of proof of these state- 
ments I would refer you to an article I was requested 
to write for International Clinics on this subject, and 
which appeared in the June, 1936, issue. In that 
article I summarized the evidence of environmental 
effects on various phases of existence, both in health 
and disease, so that, for anyone with more than a 
passing interest in what I am here saying, I would 
recommend perusal of that more complete presenta- 
tion. 


To come down to a more specific application of 
these facts to your immediate field of interest, let 
me mention a few facts that have been brought out 
regarding tuberculosis itself. Patients dying of 
tuberculosis in our Sanitarium at Cincinnati show a 
marked difference in ability to fight the disease de- 
pending on the location of their birthplace. Those 
born in the Gulf States last only half as long with 
the disease (from first symptom to death) as do 
those born in Ohio or other northern states. Both 
colored and white patients show this striking differ- 
ence in survival time, although in each case the 
colored patients survive for a distinctly shorter time 
than do the white. Patients who have migrated to 
Cincinnati from European countries show the same 
difference in survival—those from central and north- 
ern Europe lasting twice as long after the onset of 
symptoms as those born in Mediterranean countries. 
Last year in the Philippines I obtained further con- 
firmation of this difference from Dr. Andreas Tripp, 
a Swiss physician in charge of Santol Tuberculosis 
Sanitarium near Manila. During many years ex- 
perience in handling the disease in Switzerland, he 
had noticed this remarkable difference in ability to 
fight the infection, people coming up to the Alps 
from Mediterranean countries doing distinctly less 
well than do those from central or northern European 
regions. 


Seasonal Influence on Symptomatic Appearance 


Another climatic factor of great importance is 
the season. Patients in whom the disease makes its 











first symptomatic appearance in March or April go 
down hill most rapidly and show the shortest survival 
time. Those showing symptoms first in the months 
of summer heat, July and August, go almost as 
rapidly as do those beginning in the early Spring. 
During May and June, and in the early fall months, 
resistance seems highest, and patients first showing 
symptoms then tend to run a slower course. 


Plotting the month of onset of symptoms in these 
several thousands of cases, it was found that the 
number beginning to show symptoms each month was 
directly proportional to the atmospheric instability or 
storminess. Fewest cases began during the summer 
calm, with a steady increase through the fall and 
winter as storminess increased. And throughout this 
scrutiny of thousands of records there was evident 
a close association between acute upper respiratory 
infection and flare-up of tuberculous activity. 


The inference from these various facts seems 
clear. In the handling of tuberculosis patients, where 
general nutritional state and bodily vigor remain as 
most important factors in fighting the infection, these 
environmental effects must receive proper considera- 
tion. The ideal environment for the patient with 
tuberculosis is one of climatic stability at an energiz- 
ing temperature level. It becomes the clear duty of 
tuberculosis hospitals to do all in their power to pro- 
tect tuberculous patients from depressing summer 
heat. In tropical regions relief from the constant 
moist warmth is most easily obtained by going to 
mountain resorts where a sufficiently high altitude 
provides the desired effect. White or native patients 
in tropical countries do well as long as they remain 
at such altitudes, but, if they return to lowland moist 
heat, the disease soon flares forth on its destructive 
course. The end result is that foreigners, contracting 
tuberculosis in the tropics, find their only safe course 
to be permanent abandonment of such moist heat 
regions. 


By protecting patients from depressive summer 
heat, I do not mean protection only from such ex- 
tremely high temperatures as recent summers have 
afforded. Mean daily tem:<:ratures that rise above 
about seventy degrees Fahrenheit for any prolonged 
period prove depressing to body metabolism and 
vitality. Nearly every summer provides much such 
weather in the north, while summer cooling is needed 
for these patients in southern sanatoria for about five 
months out of each year. 


Such protection from depressive heat is needed by 
each patient fighting tuberculous infection. It be- 
comes much more important, however, for those 
who must undergo surgical operation. There is a 


growing recognition among surgeons that summer 
heat effects act to increase the risks of hot weather 


operations. The shock and anesthetic effects always 
tend to produce derangement in the body heat mech- 
anism, this being the basis of the need for carefully 
protecting such patients from chilling. But in 
severe summer heat, this derangement often assumes 
the form of a post-operative fever which may steadily 
mount to a fatal termination, without evidence of 
pneumonia or other infectious cause. In some Cin- 
cinnati hospitals major operations were advised 
against during the heat of this year. More active 
therapeutic measures in tuberculosis should, there- 
fore, be discouraged during hot weather unless the 


‘patients have been well protected from the heat 


effects. 


Cooling of operating rooms is no solution for this 
problem that faces all hospitals in summer heat. Nor 
will provision of cooled rooms for post-operative 
patients fully answer the need. Only by several days 
of pre-operative cooling and metabolic . stimulation 
can the body be put into shape to give an effective 
lowering of hot weather operative risks. This is rela- 
tively simple for institutionalized tuberculous 
patients, but for other types of surgery it would add 
much to the patients’ financial burdens. It may be 
possible for hospitals to provide such stimulating 
quarters, without nursing service, at a daily cost 
considerably below that of regular hospitalization. 
Here is a problem that merits the serious attention 
of hospital executives and professional staffs, for it 
has a very real bearing on the patients’ welfare. For 
emergency cases it is obvious that pre-operative cool- 
ing cannot be applied, the only help available being 
the cooling of the rooms for the operation and after 
care. 


Sudden Atmospheric Disturbances Related to 
Acute Respiratory Infections 


Next in importance after summer cooling of 
patient quarters comes the matter of eliminating sud- 
den change, particularly sudden drops in air tem- 
perature. Evidence has been accumulating in recent 
years that acute respiratory infections are significant- 
ly related to sudden atmospheric disturbances and 
that the achievement of atmospheric stability greatly 
reduces the incidence of such infections. The shift- 
ing of tuberculous patients from warmed indoor 
quarters into outside winter air would therefore seem 
to mean subjecting them to needless hazard. Experi- 
ence with summer cooling has likewise shown that 
the chilled air may also lead to respiratory infections 
just as winter chilling does. 


Sharp contrasts in atmospheric environment would 
thus seem to be inadvisable. A moderate drop of 
perhaps twenty degrees Fahrenheit from day time 
level to that of sleeping quarters is well borne, but 
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greater variation is probably best avoided. The pres- 
ent swing away from the open air treatment of tuber- 
culosis seems to me very wise. With patients doing 
best under a certain limited range of atmospheric 
conditions, it seems best for institutions to provide 
such conditions for the patients’ entire time so far 
as it is possible for them to do. 


In this matter of avoidance of sudden changes, 
particularly in temperature, we are faced with the 
faults of the antiquated heating systems of most in- 
stitutions. Winter heating of large buildings has 
remained in a most unsatisfactory state. With steam 
radiation systems the heat turned on for the morn- 
ing warming-up usually has such an over-run as to 
result in depressive warmth through mid-day. Hot- 
water systems have less of an over-run, but have a 
greater lag in taking off the morning chill. 


Interior Conditioning 


The basic and most important objection to all 
present methods, both for winter heating and sum- 
mer cooling, is that they are all based on condition- 
ing the air to achieve bodily comfort. In winter, air 
and wall surfaces must be warmed so that the body 
heat loss be not too rapid, while in summer the air 
must be cooled and dehumidified to aid the loss of 
body heat. Such air conditioning only serves to 
accentuate undesirable contrasts between inside and 
outside air. Some better means of achieving com- 
fort must be developed before we can feel at all 
satisfied. 


This problem of finding a better method of con- 
ditioning interior environments has been bothering 
me for several years, and now, I believe, is nearing 
a solution that will do much to eliminate the present 
dangerous contrasts between inside and outside air. 
Experiments are in progress on the achievement of 


desirable indoor conditions through radiant heat con- 
trol, leaving air and wall temperatures much more 
nearly at outside levels. I am not yet in position to 
discuss in greater detail this study of the more wide- 
spread application of radiant heat in conditioning in- 
terior environments. 


Let me close my remarks, then, with a reiteration 
of the statement that atmospheric environment does 
mean a great deal in the handling of tuberculosis. 
Through it you have the means of still further stimu- 
lating the resistance of your patients, aiding your 
present dietary efforts, and of eliminating certain 
dangers such as are brought by depressive summer 
heat and by abrupt changes at any time. With air 
conditioning, or as I prefer to call it, “interior con- 
ditioning,” since we may soon be doing it without 
much change in the air—as I say, with this in its 
present state of flux, it may be the part of wisdom to 
forego for a while expenditure of large sums of 
money on present expensive equipment for year- 
round control. 


Proper control of indoor atmosphere will enable 
institutional handling of tuberculosis to be just as 
effective in one region as in any other, obviating 
migration of patients to distant localities and separa- 
tion from family and friends. And it will mean an 
especial boon to those public institutions attempting to 
care for their afflicted population members in regions 
of less desirable natural climates. Relief from summer 
heat has in recent years assumed greatly intensified 
importance because of the gradually rising world 
temperature levels. Summers in the upper Missis- 
sippi valley have become sub-tropical in their heat 
effects, so that it is the part of wisdom to recognize 
these heat effects and take measures to protect 
your patients against their deleterious action in 
tuberculosis. 








“Ware an Impostor” 


A person introducing himself as “Doctor Hoban” 
and a representative of the American College of 
Surgeons visited St. Vincent Hospital, Worcester, 
Mass., and advised that he would return the day 
following to “survey” the hospital for the College. 
The Sisters were skeptical, particularly as the Col- 
lege had not sent them the customary advice that 
the College was sending a representative to St. Vin- 
cent, 


The following day he returned, made‘his way ab- 
ruptly to the operating suite, demanded a mask and 
gown, and went to the doctors’ dressing room and 
closed the door. When he was asked to meet some 
of the staff doctors he refused to do so, took off the 
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mask and gown, and while the Sister on duty was 
telephoning the superintendent he disappeared has- 
tily through the basement and did not return. 


It seemed that his purpose was to visit the doctors’ 
lockers while they were engaged. 


The College has no one at the present time doing 
survey work in the East, and no person named 
“Doctor Hoban’ has any authorization to represent 
the College. It is the rule of the College to send a 
notice to the superintendents of the hospitals, in due 
time, before its representative visits the hospital to 
make his survey. 

Hospitals should be on the lookout for this man, 
or any other person who takes this method to im- 
pose upon them. 














Introducing the New Intern to the Hospital 


EMANUEL GIDDINGS, M.D., F.A.C.H.A., and NATHAN SMITH. M.D., M.A.C.H.A. 





Medical Superintendent and Deputy Medical Superintendent, Morrisania City Hospital, 


New York City 


I. DEALING WITH PROBLEMS of hospital ad- 
ministration the administrator sometimes overlooks 
the problem of the “new intern” who has difficulty 
adjusting himself to a new environment, a new hos- 
pital, and a new routine. As Dr. Lucius R. Wilson 
says, “The intern is suddenly transported from the 
environment of the medical school he knows so well 
and finds himself in a new hospital constructed and 
operated along different lines from the one he knew 
as a student. The hospital routines are different, its 
rules and regulations developed from years of ex- 
perience with its particular problems are hard to 
understand. The staff have names with which he is 
unacquainted, he knows little, if anything, of their 
contribution to medicine; hospital routines following 
different channels from those strongly entrenched in 
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his mind. 


Why should not the new intern be given the same 
courtesy and introduction as the newcomer in your 
home? Is it not a fact that in many hospitals in the 
past the intern has had to grope his way through the 
institution for weeks and months before he became 
acquainted with the various divisions, its personnel, 
and its functions? Isn’t it also true that many of 
them did not contact these departments for assistance 
during their entire stay in the hospital for lack of a 
proper introduction to them? 


The Personal Interview 


It is therefore important that interns, before com- 
mencing their internship, be given a personal inter- 
view by the superintendent and his assistants, at 
which time they should discuss, emphasize, and 
clarify the following factors: Rules and regulations 
of the hospital, outline of his routine duties, the care 
of the patient, treatment of patient’s family, atti- 
tude toward nursing staff, attending staff, and other 
members of the hospital staff. It may also be ad- 
visable at this time to discuss with them their plans 
for the future as to a specialty or further educational 
advancement, this all to be done in an informal man- 
ner, breaking down the traditional barrier of consult- 
ing with the administrative staff. The intern should 
be made to feel that the superintendent’s office is like 
the dean’s office in a medical college where he may 
come for advice and assistance during his residence 
in the hospital and also free to return at a later time. 


After the preliminary personal interview the in- 
terns are introduced to the members of the Medical 
Board, members of the medical staff and the heads 
of divisions of the hospitals and are taken on a tour 
of inspection through the institution. 


Two days previous to the commencement of their 
internship, the new members of the house staff are 
given a complete physical examination, including 
x-ray of chest, complete blood count, urinalysis, and 
other laboratory data that may be indicated. On the 
following day they are assigned to their rooms, serv- 
ices, and given their uniforms so that on the day of 
their appointment they are ready to begin work on 
their respective wards. 


In our own hospital, through the cooperation of 
the nursing, social service, and dietary divisions, it 
was possible to formulate a program which is given 
to the members of the intern group on five consecu- 
tive Wednesdays at the beginning of their service. 
The previous program as outlined in the January, 
1936, issue of HOSPITALS has been amended to 
provide for a greater variety of instruction.2 We 
have introduced the following additions : 


Practical Demonstrations 


A—Operating Room Technique 
1—Preparation 
. Change of uniform 
. Cleaning hands 
. Sterile gown, gloves 
. Approach to operating field 
. Changing gloves during operation 
. Changing position during operation 
g. Care of hands between cases 
2—Post operative care 
a. Examination of wound 
b. Dressings 
3—Rules of operating room for spectators 
a. Cap, gown, masks 
b. Amphitheatre 
4—Care of instruments 
a. Needles 
b. Syringes 
c. Scissors 


B—Demonstration in Use of Respirator 


moan oo w& 


C—Demonstration in Use of Pulmotor 
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The details of each of the above mentioned dem- 
onstrations together with a series of introductory 
lectures have been compiled in a “Book of Pro- 
cedures,” a copy of which has been given to each of 
the interns for his future reference. 


Discussion of Rules and Regulations 
of the Hospital 


It is not our purpose to discuss here all the rules 
and regulations of the hospital as there may be varia- 
tions in each class of hospital; however, we plan to 
touch and stress some of the points which may or 
may not be included in the usual booklet on General 
Rules and Instructions Governing the Intern Staff. 


Hospital Records 


An attempt is made to explain the reason why it 
is necessary to have a complete history and physical 
examination of every patient admitted to the hospital 
within twenty-four hours after admission a provi- 
sional diagnosis entered, and revised later if neces- 
sary. Frequent and extended notes relating to the 
patient’s condition are to be made and signed. These 
should be written in a clear, legible handwriting, as 
careless writing leads to confusion. Many of these 
records are used in court cases or for scientific statis- 
tical data and have to be read by other than the 
writer. 


All diagnosis should be positive and correspond to 
the Bellevue Nomenclature. The term “Unknown” 
may be used in the event of a patient signing his re- 
lease before he has been examined. 


A’ summary sheet in duplicate shall be made on 
each case. The duplicate is for the use of the clinic 
and follow-up treatment and should contain the 
fullest information. 


Morning and Evening Rounds 


Again, direct information is given them on the im- 
portance of regular morning rounds between 9 a. m. 
and 10 a. m., and upon evening rounds between 8 
p. m. and 9 p. m., and at other times as deemed ad- 
visable or necessary. Sudden changes in tempera- 
ture and complications are very frequently missed 
and the physician who fails to take advantage of 
these danger signals will sooner or later regret his 
carelessness in this respect. It is to avoid these con- 
ditions and to keep the interns informed that stress 
is laid on this subject. 


During these rounds the condition of the patient 
shall be recorded by the intern on the “Condition 
Slip” provided on each ward, such as Serious—Very 
Sick—Very Sick Improving—Convalescing. These 
sheets shall then be forwarded to the information 
desk. This arrangement has been found very advan- 
tageous; first, it guarantees that each patient will be 









seer’ twice daily; second, it eliminates the necessity 
of the information clerk having to call the ward in 
order to answer inquiries pertaining to patients’ con- 
ditions ; third, it not only enables the clerk to handle 
inquiries more promptly and intelligently but relieves 
the congestion on an extremely busy switchboard. 


Medical Examiner’s Cases 


The question of what constitutes a Medical Exam- 
iner’s case and the proper procedure to follow in 
those cases is a very important one. A great deal of 
criticism of institutions and legal entanglements has 
resulted from the failure to carry out this obligation 
properly. Care should be taken to report all deaths 
to the admitting physician on duty which, under a 
State Law, are Medical Examiner’s cases. Interns 
shall not issue death certificates of persons who die 
as a result of injury, direct or indirect, or for those 
whose deaths are caused by drug addiction. Such 
certificates are issued by the Medical Examiner. 
Those deaths upon which the following conditions 
or circumstances have a bearing must, by law, be 
referred to the Medical Examiner : 


1—Persons dying from criminal violence 

2—By casualty 

3—Suddenly while in apparent health 

4—When unattended by a physician 

5—Prisoners 

6—AIl compensation cases and all other cases even 
if the injury received is not the direct cause 
of death 

7—All cases even if not current Compensation 
Cases, but in which there is any history of an 
injury 

8—Undiagnosed cases 

9—Unidentified persons 

10—Abortions 


Autopsies 


To obtain permission for a post mortem requires 
tact, and the result depends upon the interns knowl- 
edge of and experience in the many avenues of ap- 
proach. None of these provide for the use of threats 
or unfair methods such as withholding certain infor- 
mation required by the Department of Health, mak- 
ing the case a Medical Examiners Case, or holding 
up the death certificate for the statutory period of 
thirty-six hours. 


In discussing this subject with the relatives it is 
not wise to use the word autopsy; the term examina- 
tion of the body should be used instead. It should 
be explained to them that it is an orderly and decent 
examination of the viscera and that the body when 
it appears in the coffin will reveal nothing to indi- 
cate mutilation. The point should be stressed that 











o 
such examinations often yield valuable information 
to the living relatives such as the presence or absence 
of hereditary or communicable diseases—as cancer 
or tuberculosis. Another persuasive reason which 
may be advanced if the deceased carried insurance is 
that insurance companies welcome the performance 
of autopsies and that by establishing the actual cause 
of death, delay is often avoided in collecting insur- 
ance. It is also advisable to explain that the patient 
has received certain forms of treatment during life 
and that failure of the patient to respond may be 
revealed by autopsy—and if other members of the 
family should ever become ill in somewhat the same 
way the knowledge gained from the post mortem 
might be very useful to the doctor attending them 
and even directly instrumental in saving life. 


Courtesy 


Again an effort is made to make the intern cog- 
nizant of the meaning of courtesy and attempt to 
emphasize this important factor in the care of his 
patients. We cannot stress too much the importance 
of that term. It may be defined as your great de- 
fensive tool. In such an atmosphere we find self 
control, and where there is self control there is much 
less hazard of developing a negative atmosphere of 
anger, suspicion, or resentment. Therefore, adopt a 
uniform standard of courtesy and maintain it. There 
is no reason for being less courteous to the general 


public than to your chief. “Thank you,” “Please,” 


“Good morning,” etc., does not require a subservient 
spirit and no intern should interpret it in such a way. 
It is to be regretted but nevertheless true that the 
majority of complaints which the head of an institu- 
tion receives nowadays are concerning lack of cour- 
tesy or consideration shown by employees toward 
patients or the public. This dissatisfaction could 
have been avoided very often had the offender used 
sufficient tact or had been endowed with ordinary 
kindness. One must realize that the patient is not 
only sick physically but mentally and his friends and 
relatives are under great strain. Try not to give 
short and snappy answers to persons asking for in- 
formation. Courtesy and sympathy should prevail 
at all times. As a reminder a printed card in refer- 
ence to courtesy is placed on each desk on the wards. 


Discussion on Social Service Procedures 
and Activities 
The problems of social service arising in a hos- 
pital are numerous and sometimes complicated. 
Therefore an attempt should be made to give the 
new intern a real understanding and appreciation of 
its functions. Aside from aid and service as a re- 
ferring agency, patients turn to social service for 


advice and depend upon it to settle many problems 
relevant to their medical condition. 


The social service department tries at all times to 
cooperate with the medical staff whenever possible. 
Requests for free insulin by diabetic patients are re- 
ferred to social service by the physician for investi- 
gation. The case is investigated by the social worker 
and the results and recommendations are reported to 
the physician who referred the case. In this way a 
good deal of expense is saved, as it is discovered that 
many patients can afford to pay for their insulin. 


When a blood transfusion is ordered, social service 
makes every attempt to have some member of the 
family or friend donate the blood. Failing in this, 
the family is requested to pay for the transfusion 
and if, after investigation, the family is found to be 
deserving of aid, payment for the transfusion by 
the city is recommended. 


The work in the Adult Cardiac Clinic is super- 
vised by social service. Every case is investigated 
and home visited. The patients attendance at the 
clinic is carefully recorded and delinquent patients 
are visited in an effort to confront and overcome 
the obstacles that prevent the regularity of their 
Visits. 

All requests for surgical appliances are sent to the 
social service who, in turn refer the patients to in- 
vestigated reputable firms that give our patients a 
substantial reduction in price. In deserving cases, 
social service pays out of a voluntary non-municipal 
fund for whatever surgical appliances the patients 
require. Under no circumstances is a patient de- 
prived of whatever is ordered for him because he is 
unable to pay. 


The department is very conscientious in cooperat- 
ing with outside social agencies who request infor- 
mation and transcripts about our patients. All in- 
quiries are answered as promptly and accurately as 
possible. 


Maternity work is another important phase of 
medical social service. A social worker is constantly 
on duty in the pre-natal and post-natal clinics to su- 
pervise the attendance of the patients and to aid them 
to solve any problems they may wish to present. The 
social worker provides temporary shelter for the 
children while the mother is confined. It requires a 
great deal of intensive work to satisfactorily settle 
the problem of the unmarried mother. To place the 
mother in an environment that will restore her self- 
respect and place her among the ranks of self-sup- 
porting workers is a task that requires the utmost 
in tact and cooperation from outside agencies. 


These are only a few of the innumerable cases 
that arise every day in a medical social service. 
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Among some of the others, to briefly mention them, 
are sending children to fresh air camps every sum- 
mer, writing letters for patients, and notifying friends 
and relatives of the admission of patients. 


The following is a classification of patients re- 
ferred to the social service department from the 
hospital’ and out-patient department : 


1—Orphans, foundlings, deserted babies or mothers, 
unmarried mothers, homeless, destitute or tuber- 
cular patients 

2—Children requiring boarding home 

3—Patients requiring convalescent care 

4—Patients requiring special care 

5—Mothers who cannot give proper care to their 
children 

6—Patients requiring change of employment 

7—Patients in need of employment on discharge 

8—Patients who are worried about family or home 
conditions 

9—Patients requiring special follow-up work 

10—Patients from whom proper medical history 
cannot be obtained 

11—Patients who demand their release from the 
hospital 

12—Patients up and around not in need of medical 
or surgical care but who require permanent 
homes 

13—Patients in condition to be 
should be accompanied home 

14—Patients whose relatives must be located 

15—Patients requiring clothing on discharge 

16—Patients requiring blood transfusions or special 
therapy 

17—Patients for whom Visiting Members of the 
Staff have recommended special surgical ap- 
pliances 


discharged who 


Diets 


Too often the general internship fails to give the 
interns a comprehensive view of diets. The new 
interns are usually very eager to put their dietary 
theories into practice and the dietary requests of 
their first patients will no doubt increase their desire. 
Although it is true that diet is a most important 
factor in the treatment of many diseases, still it is not 
necessary to order a tray for every dietary deficiency. 


At times we have had as many as 25 per cent of 
our patients on special diets, and investigation has 
always revealed that at least half of this number 
could have been put on one of the house diets with 
a few modifications with just as satisfactory results. 


The ordering of an excessive number of special 
trays puts such a heavy demand on a limited dietary 
and nursing personnel that it becomes difficult to 
spend as much time as we would like to on the more 
deserving cases. 
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The regular ward diet is designed to meet the av- 
erage requirements of normal metabolism. As the 
patient is fairly inactive a diet furnishing a gram of 
protein per kilo of body weight and from 16-1800 
calories a day should be adequate, although ours 
average around 2000. The protein averages from 
60-70 grams daily. 


Whenever possible a patient should be put on the 
general diet lists. Special diets must be justifiable 
on the grounds of clinical findings and laboratory 
data. It is always desirable to include the diagnosis 
when ordering a special diet. This is usually done 
by a visiting physician except in an emergency. 

The following are a few examples of diet modi- 
fications to meet special needs: 


High Caloric Diet—Regular diet plus extra milk, 
eggs and custards 


High Protein Diet—Regular diet plus extra portion 
of meat, eggs, cheese and custards 

Low Protein Diet—Regular diet omitting meat and 
all but one egg daily, plus extra portions of vege- 
tables and fruits 

High Fat Diet—Regular diet plus butter, fat meats, 
oil (salad dressing), cream and cheese 

Low Fat Diet—Regular diet omitting butter, fat 
meats, cream, etc. 


Other diets which may be modified from the regu- 
lar diet, as low purin, low residue, constipating, lax- 
ative, hyperacidity, and many other diets, will be 
found in the /nterns Manual. 


The dietary department is always glad to answer 
any questions and welcomes consultations with the 
intern on special cases at any time he may care to 
come to the dietitian’s office or he may confer with 
a contact dietitian who is on the ward several times 
a day. 

In summing up this paper, the outstanding points 
are as follows: 


1. The importance of a personal interview with 
the new intern group by the medical superintendent 
and his assistants at which time they should familiar- 
ize the interns with the rules and regulations of the 
hospital, the care of the patient, and the educational 
functions of the hospital. 


2. The intern should be made to feel that the 
superintendent’s office may be compared to a dean’s 
office in a medical college where he may come for 
advice and assistance during his internship. 


3. A complete physical examination should be 
given to each new group of interns and an effort 
made to correct any abnormalities found. 


4. The hospital should prepare a well organized 
Intern Program in the form of lectures and demon- 
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strations to be given to the interns at the commence- 
ment of their internship and to cover such subjects 
as Rules and Regulations of the Hospital, Social 
Service, Diets, Practical Demonstrations of Surgical 
Technique, Physical Therapeutic Procedures, etc. 

5. The intern should be made to feel that his 
work is of little value without his absolute coopera- 
tion with the nursing department, the dietary depart- 
ment, and other activities of the institution, and his 
contacts with the departments must be friendly. He 
must be mindful at all times of the obligations of his 
position and recognize that his work can best be 
served by a kindly, courteous point of view toward 
his patients and co-workers in the institution. 

In conclusion we wish to emphasize that the hos- 
pital is more than a mass of masonry. The human 
element must be welded into one harmonious whole, 
working as a team to achieve the chief aim of the 
hospital—the welfare of the patient. This “esprit de 
corps” was recently discussed by Dr. J. C. Doane 
as part of Hospital Intangibles.’ 

The introductory measures outlined for the new 
group of interns has created a unity of spirit and a 
better cooperation between the attending staff, in- 





terns, nurses, employees, and administrators, ani 
this in turn has provided better care for the patient. 

We try to instill into our new interns an enthu- 
siasm for our institution. We don’t want to be con- 
sidered the best; there is always room for improve- 
ment and we encourage the questioning attitude so 
that we may always keep on improving. However, 
we may take advantage of that human attribute 
which Sir Francis Bacon described so long ago in 
his “Idylls of the Cave.” 

The morale of our staff is kept on a high level by 
the constant support given by the administration. We 
try to make the new doctor feel he really is part of 
a great profession carrying on age old traditions, 
entitled to the respect of the layman and the pro- 
fession alike. The new doctor in turn appreciates 
and welcomes our aid and tries in every way possi- 
ble to give his best in the care of the sick. 
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ee ARE MANY HOSPITALS of from twenty 
to fifty beds located in the rural communities 
throughout the country that are rendering superior 
service to their people, and are making an enviable 
record. Asa general rule, these rural hospitals are 
staffed by medical men of the highest professional 
type who take pride in the advancement of their 
hospital’s interest, and in maintaining the best tra- 
dition of modern scientific, medical practice. 
Typical of rural institutions of this kind, is a 
small hospital in Ohio, located in Barnesville, of 
which Dr. J. T. McCartney is superintendent. It 
serves a community of fifty thousand people in the 
eastern part of that state. The hospital was incor- 
porated and built some four years ago for the pur- 
pose of serving the community acccording to the 
accepted standards of good hospital service. In se- 
lecting the professional staff of the hospital, eligi- 
bility to appointment was determined upon by the 
professional merit and standing of the physician. 
Every member of the surgical staff is a Fellow of 
the American College of Surgeons, and the remain- 
ing members of the staff have received thorough and 
competent training in their special lines. 
It is easily possible to bring to the rural commu- 
nity, through the small, well-ordered, and well-staffed 
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hospital, a high type of medical and surgical service. 
There is a natural reluctance upon the part of the 
people living in rural communities and on the farms 
to travel long distances to hospitals in the large pop- 
ulation centers—they much prefer to go to the small 
hospital near their own home and in their own com- 
munity, where they can be in daily contact with their 
friends and neighbors. 


The well-ordered rural hospitals have the advan- 
tages of clinical laboratories, where routine blood 
and urinary examinations are done, while the tissue 
studies and other important clinical laboratory work 
are carried out by recognized pathologists in estab- 
lished laboratories. These hospitals, as a rule, have 
satisfactory x-ray laboratories, keep good patients’ 
records, and meet the requirements of standard hos- 
pital care. They play an important role in the care 
of medical and surgical cases in rural communities. 
They provide a high type of professional service 
under acceptable hospital conditions, of which citi- 
zens of the community would otherwise be deprived. 


A review of their mortality and their morbidity 
statistics compare favorably with the average hos- 
pital wherever located. 
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An interesting analysis of the cost of giving to 
hospitals and educational and charitable institutions 
is presented in the Graduates Quarterly, Amherst 
College, by two.tax experts who are alumni of Am- 
herst College, Messrs. Randolph E. Paul and Walter 
S. Orr. They say in part: 


“It is not the purpose here to discuss gifts to the 
College from their broad social and educational view- 
point, but rather to touch briefly upon their effect 
upon the donor in terms of taxes. It has been said 
that ‘tax paying usually has no connection with 
philanthropic intentions.’ This statement might well 
be modified by noting that philanthropic actions do 
have substantial effects upon tax paying. This is 
due to the fact that statutes providing for taxes on 
income, estates, inheritances, and gifts generally 
allow for some reduction of taxes based upon con- 
tributions made to charitable or educational organi- 
zations. The various taxing acts manifest a con- 
sistent purpose on the part of the legislators in this 
way to encourage charitable contributions by indi- 
viduals and even in some instances by corporations. 


“The effect of recently increased tax rates is to 
reduce the net cost of gifts to the College. Alumni 
can better afford to help than ever before. Indeed, 
it is hardly an exaggeration to say that they can no 
longer afford not to help. Examples best show the 
effect of increased tax rates with respect to gifts to 
the College. When you give any specified sum to 
the College, your actual income or assets are not 
reduced by the full amount of the gift. You are 
giving to the College money a part of which other- 
wise you would pay to the Federal and State gov- 
ernment as taxes. You save income tax in the year 
of gift by being permitted to deduct the amount of 
the gift from your taxable income; the gift is not 
subjected to gift tax; and ultimately the amount of 
the gift will not be part of your estate subject to 
Federal estate and State estate or inheritance taxes. 


(1) Income Tax Saving 


“A donor, for example, whose net taxable income 
is $80,000 can make a gift to the College of $12,000 
at a net expenditure by himself of approximately 
$6,600, since the Federal? income taxes otherwise 





1Trends in Philanthropy, National Bureau of Economic 

Research, 1928. 

we from “The Amherst Graduates’ Quarterly,” May, 
? Additional savings are made in states such as New York 

Where state income tax laws permit similar deductions. 

Smaller incomes reduce the percentage of savings shown; 

conversely, larger incomes increase the saving. 
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payable by him would be reduced by $5,400. This 
is because the tax on $80,000 is $5,400 greater than 
the tax on $68,000. 


“Another interesting example of a large saving is 
where a donor has stock or securities which have 
appreciated in value which he may be required or 
desires to sell. Suppose such a donor paid $6,000 
for such stock acquired more than one but not more 
than two years previously and the stock is now 
worth $12,000. If his other taxable income were 
$80,000, and he sold this stock, his Federal taxes 
would be approximately $24,000. If he gave this 
stock to the College his Federal taxes would then be 
approximately $16,400, or a saving in taxes of 
$7,600. Thus, by making a gift of $12,000 to Am- 
herst his assets would actually be reduced by only 
$4,400. 


“Tn this same case, if the same stock worth $12,000 
had cost the donor only $2,000, and he had owned 
it for less than one year, a gift of the stock to the 
College would reduce his assets by only $1,760. 
These are, indeed, amazing mathematics: a reduc- 
tion of the donor’s assets by only $1,760 and an en- 
richment of the College by $12,000.* 


(2) Estate Tax Saving 


“The illustrations in (1) represent giving from 
current income and during the life of the donor. 
Estate tax savings also enter the picture. Equally 
cogent figures may be found in the case of gifts 
made by will. Let us assume the case of four class- 
mates, each a resident of the State of New York, 
who plan to leave one-fifth of their respective estates 
to Amherst. If their respective estates were 
$500,000, $1,000,000, $2,000,000 and $10,000,000, 
because of the estate tax saving, the reduction of 
the assets of the estates would approximate respec- 
tively $8,000, $140,000, $260,000 and $665,000. The 
last-mentioned person has given $2,000,000 and re- 
duced his estate only $665,000. 


“Suppose again that an alumnus has an estate of 
$10,000,000 and he leaves it outright to his wife. 
The Federal estate tax on this estate is approximately 
50 per cent, so that the wife would have left $5,000,- 
000. Assume that this amount would earn 4 per 
cent per annum, or $200,000, and she lived for fif- 
teen years. The income would then aggregate 





’The computations in this article have been made or 
checked by A. Eugene Pattison, ’11, who has also made sev- 
eral suggestions as to its content. 
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$3,000,000. If nothing were spent she would have 
a total estate at her death of $8,000,000. On the 
other hand, suppose that same alumnus with the same 
estate left $2,000,000 outright to his wife and the 
residue to his wife for life and at her death to Am- 
herst College. The Federal taxes payable in this 
case would be approximately $2,400,000, leaving a 
net estate of $7,600,000, which, if it earned 4 per 
cent annually, would, in fifteen years, produce an 
aggregate of $4,560,000. Again, if nothing were 
spent, her estate would at death be worth $5,560,000.* 
In one case, where nothing is left to the College, 
her estate at death would be $8,000,000 as against 
$5,560,000 in the other case, or a net difference of 
approximately $2,440,000. The College, on the other 
hand, would net $6,600,000.° It, therefore, appears 
that at a net cost to the heirs of $2,440,000 the Col- 
lege would benefit by $6,600,000. If the estate is 
smaller, the advantage decreases, and vice versa. 


(3) Installment Gifts 


“You do not have to make a large gift all at one 
time. You may save more by making a gift in in- 
stallments. Your gift deduction is limited to 15 per 
cent of your net income. If your religious, chari- 
table, scientific, and other educational donations are 
particularly large in any one year, you may, by di- 
viding a gift into two or more taxable years, in- 
crease the amount given without reducing the pro- 
portion indirectly borne by the Federal and State 
governments. 


“Let us consider the case of a New York resident 
with an annual income of $200,000, desiring to give 
the College $600,000, who for twenty years makes 
annual donations of $30,000 to Amherst—amounts 
which he would not otherwise have spent but would 
have increased his estate—and then dies leaving an 
estate of $5,000,000. The annual income tax sav- 
ing® would. be 65 per cent of the gifts, or a total of 
$390,000 over the twenty-year period, resulting in 
a net cost of the gift to the donor of $210,000, in 
addition to which the eventual estate taxes would 
show a saving almost as great. Bread thus cast upon 
the waters does perchance return! 


(4) Trusts and Other Considerations 


“There has been no attempt to be mathematically 
precise in the examples suggested. The general fig- 


Of the $2,000,000 left outright approximately $1,000,000 


of the total tax of $2,400,000 would be apportioned against 
this legacy, leaving $1,000,000 thereof which, added to the 
aggregate income of $4,560,000, would be $5,560,000. 

5 $8,000,000 less approximately $1,400,000 of the total tax 
of $2,400,000 apportioned against the corpus on account of 
the tax against the life estate. 

®° The figures used here and elsewhere are based on current 
tax rates. This does not mean to imply that they should or 
will remain stationary. 


ures used suffice to indicate the importance of think- 
ing through the tax aspects connected with the mak- 
ing of gifts. The actual situation for any particular 
individual will be affected by various elements, and 
the determination of the best procedure must be 
based upon competent advice with all relevant factors 
available. 


This is true in general of the types of case sug- 
gested above. It is even more true where the plans 
of the donor necessitate the use of trusts as a means 
of accomplishing the desired ends. You may, for 
instance, give by means of trusts protecting bene- 
ficiaries for their lives, with the remainder or corpus 
to the College upon the deaths of the life tenants. 
In such case only the present value of the life inter- 
ests is subject to Federal gift tax, and the present 
value of the College’s interest in corpus, subject to 
15 per cent limitations, would be deductible from 
taxable income in the year of gift. The value of the 
life interest is an actuarial determination depending 
upon the expected period of enjoyment of income 
by the life tenants. The total gift would, in most 
cases, be removed from the estate, and so would not 
be liable to estate tax.” 


What applies to gifts and benefactions to Amherst 
College applies in the same manner and a like de- 
gree to gifts or benefactions made to our hospitals. 
Many potential donors would be interested in know- 
ing how much good they could do for the hospitals 
they are interested in, and the savings they could 
effect. A philanthropist recently gave $1,100,000 to 
one of our institutions, and he was influenced in 
making so large a gift at this time by the saving he 
could effect through income tax, estate, and gift ex- 
emptions. The legal exemptions from tax on gifts 
to hospitals, which the American Hospital Associa- 
tion secured through the efforts of Mr. Richard P. 
Borden and his committee associates in 1918, are 
still in effect. 
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The subscription price of HOSPITALS to 
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Single copies may be secured for 30 cents 
a copy. 
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Hospital Consciousness 


S. CHESTER FAZIO 
Superintendent, Rockaway Beach Hospital, Rockaway Beach, New York 


I N ADVERTISING, the four outstanding princi- 
ples are to attract attention, create interest, develop 
conviction, and move to action. Further, to pro- 
mote a sustained interest ; not one effort terminating 
in one sale to the individual, but continued efforts 
to keep the person continually aware of the merits 
of the product or service. Repeatedly emphasizing 
a condition, until one wonders if it may exist in his 
own case, and stressing the fact that a particular 
commodity is the antidote for that condition, has 
been so aptly applied by certain firms that a nation- 
wide consciousness regarding the disagreeable hali- 
tosis, athlete’s foot, and B. O. (and the advertised 
remedy for them) is definitely established. It is so 
well established that they have become by-words of 
the vernacular. 


The hospital, as any organization comprised of 
persons in professions of high-calling, literally shies 
off at the suggestion of advertising. Have you ever 
been at a joint meeting of a board of directors and 
a medical board when a new, progressive member, 
familiar only with commercial tactics, got up and— 
in all sincerity and with the best interests of the 
institution at heart—bluntly stated, “We must ad- 
vertise’”? If so, you have sensed the immediate 
mental withdrawal; you have seen the expressions 
of surprise, marked disapproval, and distaste; and 
heard the exclamations, “That is unethical,’ “We 
cannot do that.” Or, perhaps, there was a shocked 
silence. And, unless the promoter of the idea was 
impervious and persistent, there the matter was 
dropped without a hearing as to how he proposed 
that it be done. The word “advertise” automatically 
tabooed the subject. 


Nevertheless, if we consider the matter frankly, 
we do advertise. Our methods are indirect and 
must so remain to a degree in order that, as the 
Chinese express it, we do not “lose face.” We can- 
not and should not adopt the type of advertising of 
commercial concerns. But we must honestly ac- 
knowledge to ourselves that our “bringing the hos- 
pital to the attention of the public” is advertising; 
realize the necessity to do so far more than we have ; 
and learn to be glad and proud to do so. Every 
member of the hospital personnel, from adminis- 
trator to dishwasher, should be an advertising agent 
or a salesman for the hospital. 
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Educating the Public in Hospital Consciousness 


In order to sell a product with any degree of 
success, a salesman has to be personally convinced 
of its merits. He has to believe that he is rendering 
a real service to the purchaser. 


The reader may be, and probably is, thinking— 
“Well, I do not have that problem, I know that our 
institution renders incalculable service.” There is 
no doubt but what you do, but how many people do 
you help to that same understanding ? 


We need to become convinced, convinced to the 
point of action, that we are not only justified, but 
that it is our duty to develop, in the minds of the 
residents of our respective localities, hospital con- 
sciousness. Why? Because the hospital does so 
much for them and could do so much more with in- 
creased cooperation from them. 


The scope of service of a community hospital is 
limited only by the fact that the community is not 
really aware of its tremendous value and, therefore, 
does not support the hospital to the extent that it 
could and should. Even some who do contribute 
feel they are “giving,” giving as a charity from 
which they will derive no personal benefit, whereas, 
they are really “getting.” The hospital makes mani- 
fold return for any assistance received and that re- 
turn is always of indirect and frequently of direct 
benefit to the donor. 


Again, the reader may say—“True, but we have 
been striving for years to educate the public and 
have to a noteworthy degree succeeded in overcom- 
ing many of the old antagonisms and false ideas 
concerning the hospital. How can we do any more? 


We have overcome many of the erroneous be- 
liefs, and the fear of hospitals—a fear so great that 
many would not come until carried in, and firmly 
believing they would also be carried out—lifeless. 
However, all too few even now think of the hos- 
pital in the same sense that they do other institutions 
and measures for which they annually pay taxes and 
premiums ; such as schools, fire departments, and life 
insurance. 


In answer to the question—“Do you carry life 
insurance ?”—almost invariably the answer is, “Of 
course.” Yet, a large majority of these very people 





regard the hospital in somewhat the same manner 
as the man whom I recently heard express his opin- 
ion of churches—‘No, I never go to church, but I 
think churches are good, I wouldn’t want the country 
to be without them.” Needless to say, neither does 
he ever contribute to a church. Hospitals are for 
the most part still something to be thought of only 
at the time of immediate personal need in dire ex- 
tremity. Then all too often the obligation of pay- 
ment, or help for those who cannot possibly pay, is 
neglected or utterly forgotten. 


Does not such an instance as this seem familiar to 
you? You have heard a father say in frantic appeal 
—“Do all you can for my boy—give him the best— 
I’ll do anything to repay you.” And, upon the re- 
covery of the child, express his deep and lasting 
gratitude, promise to pay the bill as soon as possible, 
and volunteer to get others to contribute to the hos- 
pital. And then—the hospital is forced to send state- 
ment after statement and wait long months for pay- 
ment. Is such a case altogether the fault of the indi- 
vidual? Not entirely. It is just another indication 
of the need of the general public realizing not only 
what the “best” service means to the patient in ne- 
cessity, but the financial problems the hospital has 
to meet to give the best service. In other words, we 
must develop hospital consciousness. 


Keeping the Public Informed 


The public cannot have the more or less vague 
ideas concerning the hospital, which as an average 
still exist. We must make it our goal to see that it 
is known what the hospital does, what it could do, 
and how it is maintained. The public should be 
made thoroughly aware that the hospital does good 
—day in and day out, year in and year out; that by 
the combined efforts of its administrators, medical 
staff, nurses and, in fact, everyone connected with its 
efficient personnel (and through its unparalleled fa- 
cilities) miracles are performed in the hospital every 
day. 

If a miracle were performed on our streets—just 
once—it would make the headlines of the newspapers 
and be broadcast from every radio station; as hap- 
pens in the case of rescues achieved despite seem- 
ingly insurmountable difficulties. But, because the 
hospital has been accepted as an established institu- 
tion, but accepted without realization of what it 
really does, and because the doctors, nurses, and 
technicians take it all as part of their job to aid, 
succor and heal—little or nothing is heard of our 
“rescues” and miracles. 


All great movements start within the conscious- 
ness of one, two, or a few persons. The force 
of the conviction of these apostles is transmuted 
to others, until hundreds and thousands are 


equally convinced. When we within the hospital 
are thoroughly imbued with the idea that we are 
rendering a service when we tell others of the value 
of our service and seek their cooperation—when 
we can do that—then we can be of even greater 
service to our communities. 


Would we not help our communities if we could 
have larger or more modern buildings; new, im- 
proved equipment ; more free beds; be able to reduce 
the fees for x-rays, blood tests, and similar services ; 
pay higher salaries to our superintendents, nurses, 
technicians; pay salaries more commensurate with 
those of commerce to the domestic personnel and 
thereby employ persons of greater intelligence and 
better education ; if we could pension our employees 
who have rendered long years of service until inca- 
pacitated ? 


The Dignity of Ethical Advertising 


You may ask, “If we do decide to advertise, how 
can we proceed with dignity and not too great a 
financial expenditure?” The ways are numerous. 


Favorable word of mouth advertising is a means 
acknowledged not only as, obviously, the cheapest 
but one of the most far-reaching and most pro- 
ductive. For example: The Rockaway Beach Hos- 
pital is a community hospital and several of the 
women of the town have formed a Woman’s Aux- 
iliary to assist the hospital. The work that they do 
for the social service department and in raising 
funds is most valuable; a less tangible but impor- 
tant result is the fact that the time they devote, their 
evident interest in and enthusiasm for the hospital 
become noticeable. Can it be otherwise when a 
member is invited to a bridge party or some other 
social affair, and graciously refuses with regret, “be- 
cause the Woman’s Auxiliary of the hospital meets 
that afternoon;”’ a regret evidently overshadowed, 
however, by her interest in that organization? No, 
it naturally causes comment as to why she so will- 
ingly foregoes a pleasurable afternoon for what to 
the uninitiated may seem dull work. Curiosity is 
aroused, “Just what is this Auxiliary, why are you 
so interested?’ The explanation of the member of 
what the hospital does, what it needs, why she 
wishes to and finds happiness in helping—that is 
advertising, excellent advertising. 


Members of hospital boards are often men who 
are active in several other organizations, such as a 
Rotary Club, local Chamber of Commerce, Board of 
Trade, a political club, or church society. Innu- 
merable opportunities could be made to tell about 
some phase of the hospital’s activities or needs when 
addressing a group, or in conversation. If each 
member of the board kept this idea in mind, and 
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became familiar with the phase of the hospital work 
which appeals to him, it would provide him with a 
fund of interesting data. And, in this way, persons 
in many fields would have a far better knowledge 
of the hospital. Local papers, as a rule, are glad 
to print items concerning the hospital, especially 
those of human interest, if we can send them ap- 
pealing stories, some short articles pertaining to va- 
rious activities of the hospital, written in an inter- 
esting way. 


The Hospital Daily or Weekly Bulletin 


Another newspaper, which proves a very effective 
medium, is a little daily edition, by and for the hos- 
pital only, delivered to the patients, perhaps with 
their luncheon tray when the long afternoon looms 
ahead. The paper can become quite a feature of 
the day. 


Little gossipy items, omitting the names of the 
patients if it seems preferable; and bits about some 
of the nurses or others of the personnel would 
create a more personal contact. It also offers a 
splendid chance to explain in a clear, perhaps amus- 
ing way, some of the delays in service, etc., caused 
by the housekeeping difficulties of hospital adminis- 
tration—which the housewives appreciate; or office 
or power plant matters at which the men can chuckle 
or with which they have a sympathetic understand- 
ing. The children can be happily occupied if they 
have a “section” of rhymes, jingles, pen sketches, 
simple pencil and paper games, etc. 


The paper need be neither elaborate nor costly, 
mimeographing would do nicely, and there is almost 
always someone connected with the hospital who has 
a flair for this type of work. When leaving, the 
patients will very likely take their copies along and 
show them to their friends, the “circulation” in- 
creases—also a medium for our advertising. 


The Baby Book 


Some hospitals give a Baby Book to the mother 
of each infant born in the hospital. This is a splen- 
did idea; personal and appealing. At the hospital 
the authentic data regarding the weight of the baby 
at birth, possibly foot prints, etc., are entered. Nat- 
urally, the mother is pleased at the attention, and 
just as naturally when friends come “to see the 
baby,” this attractive book is shown. If a picture 
of the hospital and some facts about it were in- 
cluded—? 


The Souvenir Book 


An inexpensive pamphlet based on the same idea 
could be compiled as a Souvenir Book for every 
patient. A souvenir of such a vacation—a stay in 





the hospital—may sound odd. However, joke that 
it has become, “my operation” is still the main topic 
of conversation of many an erstwhile surgical case. 
Or, if the person had a cut, he likes to tell how many 
stitches were necessary. In fact, they seem to de- 
rive a great deal of satisfaction from the exact 
number of stitches. Newspapers and other live-wire 
mediums have found it profitable to “give the people 
what they want.” Why don’t we? If in the Sou- 
venir Book there is a page for the date of admit- 
tance, illness or injury, date of discharge and similar 
entries—and the book has blank pages where cards 
received with flowers, etc., may be pasted—don’t 
you think that book would often be used. 


The book could have a description of the hospital 
routine clearly outlined, and be given to each patient 
as soon as seems feasible. If, for example, it were 
explained about the early morning waking, some- 
thing about the tremendous task of serving meals, 
etc., in a friendly little article, it appears as though 
this might avert much of the grumbling and prevent 
many complaints. The book could have pictures of 
the hospital and statements regarding the charitable 
work done, the social service department, a list of 
the services, etc. 


In either book, not a few would enjoy having the 
signatures of the superintendent, their nurses, some 
of their fellow patients—in fact, an autograph page. 
Old-fashioned as it sounds, it is still a popular hobby. 


Direct Mail 


Direct mail appeals we have probably all used but 
sometimes in a too conservative, stereotyped way. 
Some time ago our hospital realized such to be its 
own case and has since found it advantageous to use 
the following types of appeal. 


One time we issued a folder on the first page of 
which were listed newspaper headlines of the pre- 
ceding year, such as: 


“TWENTY PERSONS OVERCOME BY 
HEAT.” 

“YOUTH NEAR DEATH WHEN STRICK- 
EN WITH CRAMPS.” 

“BOY STEPS BAREFOOTED ON GLOW- 
ING COALS.” 

“AUTO COLLISION, MANY INJURED 
CRITICALLY.” 


This was followed by the statement that the people 
of those headlines became patients in our hospital! 
The photograph of the automobile accident was used, 
also photographs of our ambulances, x-ray room 
and operating room. Thus giving a pictorial de- 
scription (with brief explanatory sentences) of an 
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accident that might happen to anyone and how we 
are prepared to care for the unfortunate victim. 


The Use of Letterheads 


Sometimes we have found that, instead of our 
formal letterheads, mimeographed sketch letterheads, 
portraying some phase of our work, are effective. 
For instance, one summer we had a sketch of one 
of the ambulances rushing to the beach. It was par- 
ticularly timely, as we have hundreds of summer 
residents and thousands who come daily from the 
various boroughs of the City of New York. Of our 
community—our hospital—they knew little, and it 
might seem would care less. But the ambulances 
had soon become a familiar sight, because the calls 





on a week end or a holiday are practically continu- 


ous. They recognize the ambulances, had seen the 
interns and nurses giving first aid, or perhaps knew 
someone who had been brought to the hospital. Our 
letter helped them to realize how personal a matter 
the need for our hospital might become for them. 
The response was generous. 


The foregoing are, of course, but brief references 
to some of the means of advertising. You can think 
of more effective methods for your particular insti- 
tution and community. But I hope you agree that, 
while we have Hospital Day once a year (an excel- 
lent idea, and a day for which all are glad to plan), 
we should carefully plan and work every day to 
establish hospital consciousness. 








Hospital Records Held Privileged 
Communications 


T HE PRUDENTIAL INSURANCE CoMPANy is- 
used a policy of insurance upon the life of the de- 
cedent, Vermillion, which policy contained a pro- 
vision that it should not become effective if, on the 
date of delivery, the assured was not in sound health. 
The policy in question was issued by the company in 
April, 1932. The assured died in November, 1932. 
In the resulting contest of the policy the beneficiary 
of decedent took a judgment which was affirmed by 
the St. Louis Court of Appeals. Vermillion v. 
Prudential Insurance Company of America, 
(Mo.), 93 S.W. (2) 45, (1936). 


It appeared that the defendant insurance company 
denied liability because, as it contended, at the time 
when the policy was delivered the assured was a vic- 
tim of syphilis, and had a chronic heart condition. 
Further, it was contended that he had been in the 
care of a physician for some time before delivery 
of the policy. 


In order to support the denial of liability the com- 
pany wished to put into evidence records of the hos- 
pital to which the assured had been admitted some 
seven weeks after the insurance policy had been de- 
livered to him. These records were held to be in- 
admissible upon the trial. 


Now, a Missouri statute provides in substance that 
hospital authorities are to keep personal records of 
the patients admitted. If, upon the trial of a cause, 
it is shown that the particular records were kept in 
compliance with this statute, then such records may 
be received in evidence under the issues of the case. 
However, another statute, dealing with privileged 


communications, provides that a physician or surgeon 
cannot testify “concerning any information which he 
may have acquired from any patient while attending 
him in a professional character, and which informa- 
tion was necessary to enable him to prescribe for 
such patient as a physician, or do any act for him as 
a surgeon.” 


In construing these statutes, the higher court rec- 
ognized defendant’s contention that such records 
were not to be regarded as privileged merely be- 
cause the plaintiff relied upon the privilege, unless 
proof was offered to show that the hospital record 
was in fact within the terms of the statute dealing 
with privileged communications. But, at the same 
time, the court was of opinion that the hospital rec- 
ord showed upon its face that it had been compiled 
by reason of the relation of physician and patient, 
and that therefore it should not be received into 
evidence. 


In other words, the data contained in the record 
showed, prima facie, that such information was ob- 
tained by reason of the relation of physician and 
patient; and, if the defendant would exclude such 
record it must offer evidence which would show that 
the record was not subject to the claim of privilege. 
This decision of the appellate court conforms to the 
Missouri rule that hospital records, if they contain 
information obtained by a physician to enable him 
to treat, or prescribe for, the patient, are within the 
prohibition of the doctrine of privileged communica- 
tions as is the testimony of the physician upon in- 
formation obtained from the patient, which was 
necessary to enable prescription or treatment. 
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Tomorrow’s Community Nursing Service 


MRS. GERTRUDE R. FOLENDOFF, R.N. 
Superintendent, Shriners? Hospital for Crippled Children, San Francisco, California 


= INSTITUTIONAL NURSING is the foun- 
tain from which all nursing springs is indisputable, 
as much a fact today as it was yesterday and will be 
tomorrow. Whether or not the goals for “Tomor- 
row’s Community Nursing Service” will be reached 
depends upon the type of nurses in our institutions 
today, the quality of nursing service they render, and 
the proper interpretation of that nursing service to 
the community. 


Does our institutional nursing program concern 
itself about the welfare of the men, women, and chil- 
dren of the community? Are we prepared to accept 
the challenge for an adequate nursing service avail- 
able to all people? These are queries which must be 
answered satisfactorily if community nursing service 
is to reach its goal. 


The Institutional Nurse Must Feel Her 
Community Responsibilities 

The institutional nurse of today must become an 
active part of the community if she is to be accepted 
into its program. She must be a good citizen. So- 
ciety does not exist as a separate thing apart from 
the lives of the individuals who make up a commu- 
nity. Like some other professional workers, many 
nurses ignore the importance of sharing in commu- 
nity responsibilities. It is just as essential that a 
nurse express her opinion through the ballot as it is 
for any other citizen. We should be concerned about 
who is elected to office—we should be interested in 
laws and policies of government. 


The selection of the faculty and staff in our insti- 
tutions is becoming increasingly more difficult as we 
recognize the importance of their preparation and 
ability. Even their daily life must be analyzed. We 
all sense the principle of how far reaching may be 
the effect on others of the behavior of one person 
or group of persons. I have no patience with the 
superintendent who says, “I am not concerned about 
what my staff do when they are off duty.” Our 
social, cultural, and recreational activities determine 
in great measure our acceptance to full citizenship. 


Head Nurses and Supervisors Need Not Only 
Academic Qualifications But Practical 
Experience 


Nurses in institutions today should not be ap- 
pointed until they have had an opportunity to gain 
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a practical working knowledge. In our earnestness 
to raise nursing standards and due to the difficulties 
encountered in securing satisfactory personnel, there 
has been a tendency to appoint as head nurses and 
even supervisors young graduates with excellent aca- 
demic qualifications but lacking in practical experi- 
ence, poise, and understanding in human relationship. 
They cannot gain the confidence of patients, doctors, 
or students—nor can they be content themselves 
with the type of work they are doing. We must do 


something about changing the attitude of a student 


who says she is not interested in how to care for a 
child on a Bradford frame—she intends to do insti- 
tutional nursing. Immediately upon graduation she 
becomes the head nurse of a surgical ward, because 
she received a high grade in the state board exami- 
nation, but she still does not know how to care prop- 
erly for a patient on a frame. 

We who employ nurses are at fault, we must 
make better provision for the youth of today who 
will help guide the next generation, even though it 
may mean retaining graduates for a time on our staff 
who have not obtained college degrees. I do not 
advocate that gray hairs predominate, but youth must 
be taught to have patience until they have learned 
more and gathered more experience. Internships 
should be established in hospitals in order that they 
may gain the practice they need and the League of 
Nursing Education should determine the standard 
requirements and approve those institutions offering 
such experience. Our progress would then be in 
keeping with the increased efficiency, technique and 
standardization of hospital organization. 

I would have in our institutions nurses with vision, 
who believe that nursing service should be accessible 
to all people, who have the patience to promote plans 
for such service and courage to put them into exe- 
cution. They must have the ability to gain the con- 
fidence and cooperation of the hospital executives, 
physicians, surgeons and members of the governing 
board of the hospital before they can hope to infiu- 
ence lay people. I would have nurses who believe 
that nursing service is an obligation to the public 
and who have the tact and diplomacy necessary to 
interpret to their community the desirability for 
everyone to enjoy intelligent nursing service to the 
greatest possible degree. 

I would have enthusiastic nurses so interested in 
what they are doing and so imbued with their work 
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that everyone they meet will be impressed and eager 
to know more about nursing. Enthusiasm is needed 
—it is the dynamics of a personality. Without it 
whatever abilities you may have lie dormant. You 
may possess knowledge, sound judgment, good rea- 
soning faculties which no one will recognize until 
you discover how to put them into thought and 
action. 


The Nurse Is an Educator 


The relationship of the institutional nurse to the 
community is not changed by whether or not the 
hospital maintains a school of nursing. The require- 
ments for efficient nursing, which should include the 
ability to interpret health advice in understandable 
terms or direct effectively those with whom she 
comes in contact, are essentially the same. whether 
given by the graduate or undergraduate. Every 
nurse, regardless of her own wishes in the matter 
or what she may think about it, is an educator. Her 
close association with patients, their families and 
friends, with other professional workers and fellow 
nurses, creates an ideal situation for spreading the 
gospel of good nursing for all. 


Institutions maintaining schools of nursing must 
realize that the nurse today is not only a young 
woman preparing herself to nurse the sick but a 
young woman who will in most instances go out into 
the community to carry on various types of work 
which the nurse is called upon to perform A com- 
paratively few of the total number will remain in 
the hospital and how well they will serve the com- 
munity of which they become a part depends upon 
the teaching, the attitude, the orderly conduct, be- 
havior and example of the institutional nurses with 
whom they have received their preparation. 


Miss Goodrich once said, “The value of the hos- 
pital as a laboratory cannot be too greatly empha- 
sized. The congregation and variety of cases make 
possible in a few months an experience that it would 
otherwise take years to obtain, but in the experience 
should be included those diseases now prevalent.” 
Great changes have taken place in nursing education 
to meet new needs and new conditions. An aroused 
social conscience stimulated the American College of 
Surgeons and the American Medical Association to 
insist that medical and surgical service be of the 
highest type and led to the standardization of hos- 
pitals. This necessitated a marked advance in the 
theory and practice of nursing. It has also come to 
be recognized that the student must be taught more 
than disease pictures and the underlying sciences. 
Courses are now being arranged that will equip the 
nurse to take her place in a rapidly changing society. 
Subjects are being introduced never before consid- 
ered, such as the well child, and the student is study- 


ing the individual in health and in disease and his 
behavior as influenced by his environment and 
heredity. 


Education of nurses must include better practice 
founded on even better personal understanding. 
They should have knowledge of the household arts 
so that they may deal effectively with the domestic 
emergencies arising out of illness. (“An Activity 
Analysis of Nursing.”) 


We are not yet prepared to render an adequate 
community nursing service when every day mothers 
are being discharged from our institutions with no 
more information regarding their own and infant’s 
health than their inquiring minds have sought ; when 
almost daily children are being admitted to our pedi- 
atric departments for conditions of a preventable 
nature, previously treated in that department. The 
nurses’ care and treatment of the patient must be 
directed toward preparing him for his return to the 
community and for his wise and safe direction in 
the future. We cannot be content any longer to 
care for the ill person and rest satisfied our work is 
completed. Every patient suffering from a prevent- 
able disease should be instructed to the extent that 
that patient will, as far as we can accomplish it, 
never return to our care with the same preventable 
disease. I can hear the murmur of the nurses in 
busy institutions with limited staff saying, “Where 
will we find the time for all this?’ I would remind 
them that if we are to succeed in reaching the goal 
we must not worry about the reasons why a thing 
cannot be done. We must know that it can be done 
and think accordingly. 


Essential That Good Nursing Service Be 
Interpreted to the Public 


The first step in the development of community 
interest is the education of the general public. It 
is primarily their responsibility, but they must be 
guided. The greatest thing that Florence Nightin- 
gale did was to change public opinion. It is essen- 
tial that nursing service be properly interpreted to 
the community ; after all, we can advance only as far 
as the people are ready and willing to go. We can- 
not expect the community to assume responsibility 
for something they know very little about. They 
must be informed about nursing situations, they must 
know the obstacles to be overcome if all are to re- 
ceive skillful nursing care. They will have to learn 
the difference between adequate and inadequate 
nursing care and, having once learned what adequate 
nursing is, society will not be satisfied with less; 
they will not only demand it but will be willing to 
pay for it. 

Taking our pattern from the medical profession, 
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we have been reluctant to publicize our service. Pro- 
fessional quacks have not refrained from shouting 


their wares and we, with greater knowledge, have 


done nothing. It seems to me nursing organizations 
can do a fine service for the public and for them- 
selves in using every possible means of ethical pub- 
licity for the healing of the nation. A peculiarity 
of this age is that it requires showmanship to sell 
even a most worthy cause. Publicity does not need 
to be sentimental ballyhoo—there are dignified 
methods by which nurses can present to the public 
a dramatization of what nursing service is doing for 
the good of humanity. 


Make an effort to get acquainted with the lay 
members of the hospital auxiliaries, their interest is 
keen and interest stimulates learning. They will be 
a tremendous help in organization and publicity 
work. 

Let us be proud of our profession. Let no one 
say, “I never tell anyone I am a nurse when I am 
away from the hospital.” Let us be inspired by vi- 
sions of usefulness and equip ourselves with sounder 
tools through which to reach our goals. 


Hospitals touch humanity from many angles and 
are rapidly becoming the health centers of the com- 
munities. We cannot think of a hospital without 
picturing at the same moment the institutional nurse ; 
she stands out in our minds as the very essence of 
the institution. How important then that she be 
prepared for this new relationship, making herself 
familiar with the fundamental health needs and with 
the representative social agencies and health organi- 
zations of the community. 


To reach our objectives we are constantly chang- 
ing. Everywhere there is a blazing of new trails, a 
broadening and bettering of old roads. Not all of 
them will lead to the promised land. But upon some 
of them our feet will press with confident steps and 
reach to higher ground. Calvin Coolidge wrote, 
“Contemporary opinion is usually too critical and 
often misdirected. In the perspective of history 
many of our present seeming imperfections will dis- 
appear and the good qualities will be apparent.” 
But whether our efforts are not favored immediately, 
let us be able to say as we approach the Great Goal, 
“T have done what I could.” 











As We Grow Older 


A little more tired at close of day, 

A little less anxious to have our way, 

A little less ready to scold and blame; 

A little more care of a brother’s name: 
And so we are nearing the journey’s end, 
Where time and eternity meet and blend. 


A little less care for bonds and gold; 
A little more zest in the days of old; 
A broader view and a saner mind; 
A little more love for all mankind, 
And so we are faring adown the way, 
That leads to the gates of a better day. 


A little more leisure to sit and dream; 

A little more real the things unseen ; 

A little near to those ahead, 

With visions of those long loved and dead ; 
And so we are going, where all must go, 
To the place the living may never know. 


A little more laughter, a few more tears, 
And we shall have told our increasing years 
The book is closed and the prayers are said, 
And we are part of the countless dead. 
Thrice happy if then some soul can say, 
“I’m better because he passed my way.” 


New York to Build the Consolidated 
Dispensary 


Dr. S. S. Goldwater, Commissioner of Hospitals, 
announced yesterday authorization by the Board of 
Estimate and Apportionment for the employment of 
an architect to prepare preliminary plans for the pro- 
posed Consolidated Dispensary at East End Avenue 
and 80th Street, on the site of a garage of the De- 
partment of Sanitation, demolition of which _struc- 
ture will begin at once. Louis E. Jallade will be the 
architect. 


The Consolidated Dispensary will replace two 
dispensaries affiliated with the Metropolitan Hospital 
and the City Hospital, which dispensaries are now 
located at 430 East 88th Street and 220 East 59th 
Street, where accommodations are wholly inadequate 
and overcrowding appalling, Dr. Goldwater stated. 
Last year, without proper facilities, these dispensaries 
were called upon to treat 60,000 patients, with 
282,000 visits. 


The consolidation of the two dispensaries and their 
removal to East 80th Street will provide for quicker 
access of patients to the Metropolitan and City Hos- 
pitals on Welfare Island, and will also lessen the 
time lost by doctors, nurses and employes, who are 
now obliged to travel from the hospital over the 59th 
Street Bridge in traffic hours. 












The 1937 Program in Group Hospitalization 


C. RUFUS ROREM, PH.D., C.P.A. 


Director, Committee on Hospital Service, American Hospital Association 


7 PAST SIX MONTHS have witnessed a 
rapid growth in the number and enrollment of non- 
profit hospital service plans, the ten largest in the 
United States now including more than 500,000 em- 
ployed subscribers and dependents. New York City 
has passed the 200,000 mark; Rochester, Cleveland, 
Washington, D. C., and Minneapolis and St. Paul 
all have more than 30,000 employed subscribers, not 
including another 60,000 family members. 


Since the first of the year new plans have been 
established in St. Louis, Syracuse, Albany, Buffalo, 
Oakland, the State of Alabama, Chicago, and Peoria, 
Illinois. Others are in the process of formation. 
Enabling legislation for hospital service plans has 
recently been passed or introduced in Alabama, IlIli- 
nois, and Massachusetts. These rapid developments 
give special importance and responsibility to the Com- 
mittee on Hospital Service. 


The Committee on Hospital Service has been or- 
ganized and is supported for the study and develop- 
ment of group hospital service plans and related 
problems. During the first year primary emphasis 
will be placed upon group hospitalization as such, 
with only incidental attention to other related prob- 
lems, such as hospital accounting and statistics, with 
which the American Hospital Association is con- 
cerned. 


The offices of the committee have been located at 
the headquarters of the American Hospital Associa- 
tion, 18 East Division Street, Chicago, Illinois. The 
committee’s activities may be classified as follows: 
First, consultation and guidance to existing and 
newly formed group hospital service plans; second, 
contacts with national groups directly or indirectly 
concerned with this field. 


The Chicago office will attempt to maintain com- 
plete information concerning various plans in the 
country and to prepare from time to time manuals 
of instruction or articles dealing with special phases 
of the subject. Correspondence is invited from serv- 
ice plan executives, hospital administrators, trustees, 
and representatives of the general public. Arrange- 
ments will be made for conferences in the field with 
service plan executives and committees, with hos- 
pital councils and associations, and with professional 
and public groups. The Director's personal activities 


will be assisted and supplemented by a statistical and 
clerical force in the office. Hospital administrators 
and service plan executives especially qualified to 
advise on details or general problems will be asked 
to serve as consultants from time to time. 


Among the problems in the first classification, the 
following may be mentioned: Composition of boards 
of trustees ; understanding by hospital administrators 
and hospital boards ; subscription rates and payments 
to hospitals ; scope of hospital benefits and classes of 
eligible subscribers ; uniform actuarial data and eff- 
cient office management ; reciprocal relations between 
plans in various parts of the United States ; effective 
publicity and public relations ; cooperation with other 
professional groups. 

Special studies contemplated by the committee in- 
clude the analysis of typical contracts, particularly 
the provisions covering dependents and the accumula- 
tion of financial reserves. Special attention will be 
given to ways in which hospital service plans can 
be organized for low-wage industrial workers and 
for residents of small towns and rural areas. 


The second major field of activity involves con- 
tacts with national and regional groups concerned 
with hospital care insurance. Among the profes- 
sional groups may be mentioned the American Medi- 
cal Association, the American College of Surgeons, 
the International Hospital Association and the Hos- 
pital Contributory Schemes Association of England. 
Government agencies which have an interest in the 
development of hospital service plans include the 
state departments of insurance, state departments of 
welfare, the U. S. Census Bureau, the Children’s 
Bureau, the Public Health Service, and the Social 
Security Board. 

Important private groups which have expressed 
an interest in group hospitalization from time to 
time are the private insurance companies, national 
and local associations of commerce, institutions of 
personnel managers, labor unions and federations, 
farm bureaus, consumers’ cooperative associations. 
Social welfare groups are also concerned with group 
budgeting for hospital care and it is the committee’s 
intention to maintain close relations with community 
chests and councils, the National Conference of 
Social Work, the American Public Welfare Associa- 
tion, and the various philanthropic foundations. 
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The Exemption of Hospitals from the Pro- 
visions of the Social Security Act 


The Commissioner of Internal Revenue, Honor- 
able Guy T. Helvering, in the following letter dated 
December 21, 1936—MT:SS:R, modifies the Ruling 
of the Bureau dated October 2, 1936, and quoted on 
page 68 of the October issue of HOSPITALS, and 
makes a more liberal application of the Rule: 


“American Hospital Association, 
Eighteen East Division Street, 
Chicago, Illinois. 
Attention: Mr. A. E. Hardgrove, 
Assistant Secretary. 


Sir: 

“Reference is made to your letter dated Novem- 
ber 13, 1936, relative to Bureau letter dated October 
2, 1936, in which you were advised that a hospital 
should make a specific request for a ruling on its 
status under the Social Security Act even if such 
hospital has previously been held exempt from in- 
come taxation under the provisions of section 101 (6) 
of the Revenue Act of 1936, or under the corre- 
sponding provisions of a prior revenue act. 


“You were further informed in a telegram dated 
October 6, 1936, that a hospital which has been held 
exempt from income taxation may obtain a ruling 
as to its status under Title IX of the Social Security 
Act by addressing a brief request to the Commis- 
sioner of Internal Revenue and referring in such re- 
quest to the income tax ruling. 


“Advice is requested as to whether a hospital 
which has established an exempt status under sec- 
tion 907(c)(7) of the Social Security Act should 
request a ruling from the Bureau as to its status 
under section 811(b)(8) of the Act. 


” “You are advised that sections 811(b)(8) and 
907(c)(7) of the Social Security Act are identical. 
An organization which has been held by the Bureau 
to be exempt under either of the above sections is 
exempt from the taxes imposed under Titles VIII 
and IX of the Act. An organization which has so 
established an exempt status under either of the 
above sections is not required to request a ruling as 
to its status under the other section. 


“You are further advised that any organization 
which has been held by the Bureau to be exempt 
from income taxation under the provisions of sec- 
tion 101(6) of the Revenue Act of 1936, or under 
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the corresponding provisions of a prior revenue act, 
is exempt from the taxes imposed under Titles VIII 
and IX of the Social Security Act by reason of the 
provisions of sections 811(b)(8) and 907(c)(7) 
thereof, provided that such organization has not, 
subsequent to the date its exempt status was so es- 
tablished, changed its character, purposes, or method 
of operation. Such an organization is not required 
to make a request for a ruling either as to its status 
under section 811(b)(8) of the Social Security Act 
for the purpose of exemption from the taxes im- 
posed by Title VIII, or as to its status under section 
907(c)(7) for the purpose of exemption from the 
tax imposed by Title IX. 


“An organization is not considered to have estab- 
lished an exemption under sections 811(b)(8) and 
907(c)(7) of the Social Security Act, from the 
taxes imposed by Titles VIII and IX thereof, until 
the Bureau has ruled either that the organization is 
exempt under the above sections, or that the organ- 
ization is exempt from income taxation under the 
provisions of section 101(6) of the Revenue Act of 
1936, or under the corresponding provisions of a 
prior revenue act. Such a ruling is predicated upon 
evidence submitted to the Bureau with respect to 
the organization’s character, purposes, and method 
of operation, and the ruling is ordinarily made by 
the Bureau in the form of a letter addressed either 
to the organization or to the collector of internal 
revenue for the district in which the organization is 
located. 


“Accordingly, any organization of the class con- 
templated in sections 811(b)(8) and 907(c)(7) of 
the Social Security Act should request a ruling as 
to its status under the above provisions—umnless it has 
arecord of a letter from the Bureau ruling that such 
organization is exempt under the above provisions 
of the Social Security Act or ruling that such organ- 
ization is exempt from income taxation under the 
provisions of section 101(6) of the Revenue Act of 
1936, or under the corresponding provisions of a 
prior revenue act. 


“Bureau letter dated October 2, 1936, and the 
telegram dated October 6, 1936, are modified to 
agree with the foregoing. 

Respectfully, 
Guy T. HELVERING, 
Commissioner” 
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Lewis A. Sexton, M.D. 


Doctor Lewis A. Sexton, the friend and counsellor 


of hundreds of hospital people, the director emeritus 
of Hartford Hospital, a fellow of the American Col- 
lege of Hospital Administrators, and a former presi- 
dent of the American Hospital Association, died at 
his home in Hartford, Conn., December 3, in his 
sixtieth year. 

Dr. Sexton was graduated in Liberal Arts at Van- 
derbilt University in 1901, and from the College of 
Medicine in 1906. 
superintendent at Johns Hopkins Hospital, Balti- 


In 1914 he became assistant 


more, Md., where he remained until 1917, when he 
was appointed medical director of Hartford Hospital. 
For twenty years he guided the destinies of that hos- 
pital, and placed and kept it in the front rank of 
institutions in this country. A few months before 
his death, and in recognition of his long and valua- 
ble services, Dr. Sexton was made director emeritus 
of Hartford Hospital. 


He was a recognized leader in the medical profes- 


sion as well as in the field of hospital administration. 
He was progressive and constructive in hospital 
policies. He brought a sound judgment, a facile 
mind, and a ripe experience into every phase of his 


administrative work. 


His passing is a personal loss to his friends and 
associates. He gave to each of them new ideals and 
new values of service, and he worked with them and 
for them. He was loyal to his friends, steadfast in 
the support of his principles, helpful and sympathetic 
in all his human relationships. 


Hospital progress during the past twenty years 
owes a great deal to Lewis A. Sexton. He helped 
to organize, and was later president of, the New 
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England Hospital Association. He was always 
active in the work of the American Hospital Asso- 
ciation, and served as a member of its Board of 


Trustees and as its president. 


The American Hospital Association and Dr. 
Sexton’s friends in hospitals everywhere sympathize 
with Mrs. Sexton in her great sorrow. Their loss 
has its compensation in the realization that, 


“We all are better because he passed our way.” 





Security for Our Hospital 
Employees 


Under the provisions of the Social Security Act, 
charitable, educational, religious and other similar 
organizations, organized and operated for “no profit” 
are exempt from taxation for the purposes of the 
Social Security Act and their employees do not 
share in the benefits of the old age or employment 


provisions. 


When the Joint Committee was given a hearing be- 
fore the Committee of the House having the Social 
Security legislation in charge, our representatives 
specifically requested that hospitals be exempted 
from taxation but that our hospital employees be in- 
cluded in the benefits of the old age and unemploy- 


ment provisions. 


The Social Security Act exempts the hospitals 
from taxation, but does not confer the benefits of 
the old age and unemployment provisions upon the 
hospital employees. 


The group of charitable, religious and educational 
institutions, to which the tax exemption provisions 
of the Act apply, and of which hospitals form an 
important part, feel that their employees should have 













the benefits of the Act, as other employees have, and 
will ask Congress during the coming session to make 
such provision, without changing the tax exemption 
features of the Security Act. 


Certainly this plan of benefits for our hospital 
employees commends itself not only from the view- 
point of the security of the employee, but from the 
standpoint of a long term policy for our hospitals. 
The remote danger of course lies in opening the 
door for the taxation of our hospitals to provide for 
the benefits of our hospital employees, and a possible 
danger to the invoking of other forms of taxation 
against charitable organizations. 


We can all subscribe to the principle of securing 
the benefits for our employees, particularly so if 
our charitable institutions retained their tax exemp- 
tion status, as the proponents of the plan seem as- 
sured they will. The Joint Advisory Committee of 
the Hospital Association should give this prompt 
consideration. It is certain that some form of legis- 
lation carrying out this purpose will be introduced 
into Congress in the early days of the coming session. 


es se 


Do We Cooperate? 


Do our hospitals really cooperate? Do we do so 
in actual practice or only in theory? Have we really 
changed our methods in the last generation, or even 
century? Historically, a hospital was content to 
serve its clientele in its own way. Each hospital 
attended to its own knitting, so to speak, and was not 
particularly concerned with the problems of other 
hospitals. If anything, there was a spirit of rivalry; 
true, it was a friendly spirit, but it was none the less 
competitive, largely perhaps because sponsoring or- 
ganizations were primarily interested in group rather 
than community welfare. 


It would seem, however, that this attitude is 
definitely changing and that today we can see a much 
more cooperative spirit developing in our institu- 
tions. In an increasing number of communities, 
local hospital councils have been established and the 
resultant better understanding and camaraderie have 
been quite remarkable. The old spirit of gaining an 
advantage over the others is replaced by the attitude, 


fast becoming an instinct, to discuss the proposal 


with the group first. There is no reason why a coun- 
cil could not be established in any community where 
two or more hospitals are established, even though 
they are of different types. The principle could be 
extended to cover smaller hospitals in thickly popu- 
lated rural areas, where the hospitals in adjacent 
towns are facing similar problems. 


Even without the formation of organized councils, 
hospitals, particularly those of moderate size and 
limited resources, would find cooperation beneficial. 
Charges, wages, and privileges of various sorts could 
be made approximately uniform in all local hospitals. 
Instead of trying to duplicate everything the other 
hospital gets, with the result that in most hospitals 
considerable equipment is idle most of the time, hos- 
pitals could agree to give special, although by no 
means exclusive, attention to the care of various 
types of disease. Certain mobile equipment, infre- 
quently used, might be owned jointly in smaller 
places ; certain services could be directed by a part- 
time radiologist, a part-time pathologist, and a part- 
time dietitian; group hospitalization plans could be 
joint plans. In many different ways the value of 
cooperation is obvious. True, individuality and 
isolation may elicit support not forthcoming to 
pooled objectives, but in the long run such policy 


of isolation can mean but limited results. 
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1936-1937 


In ringing out the old year and in welcoming the 
“new, our hospitals are grateful for the many favors 
which they have received during 1936. They are 
confident that the New Year will bring them peace, 
prosperity and security. 


They have passed through their most difficult 
times. They have had trial after trial imposed upon 
them, but they have kept the faith and survived. 
They begin a new year that brings with it encourage- 
ment in their work, assurance of a year of advance- 
ment and prosperity, faith in their service to the 
public. 


More than any other class of institutions, our hos- 
pitals are human. They respond to sympathy, help, 
and even affection, just as the patients they care for 
respond. Hospitals are not so easily discouraged, for 
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the character of their service, the necessity for the 
work they do, support them. Our hospitals have 
the same hopes, the same fears, the same joy in suc- 
cessful accomplishment as the people they serve. 
But more than all, they have a love for what they 
do and a sublime confidence that their labors will 
not fail of moral or material support. 

The old year has not been so bad; the new year 
will be infinitely better. Our hospitals have made 
their readjustments, re-established their commercial 
credit, increased their bed occupancy and their 
operating revenues, and have enjoyed a more widely 
distributed as well as a more generous financial sup- 
port from their communities. They have rehabili- 
tated their plants, repaired their old and installed new 
equipment; they have met the increasing demands 
of good hospital and medical service. They have 
merited the confidence, affection, and support of 
their communities. They are better hospitals. 

The year 1936 has left its benediction on all good 
hospitals. The new year brings to each of them the 
promised blessings of peace, happiness, and pros- 
perity. 

The American Hospital Association and your 
magazine, HOSPITALS, wish for every hospital, 
every person engaged in hospital service, and every 
patient in your wards “A HAPPY AND PROS- 
PEROUS NEW YEAR.” 


at 


The Medical Staff and Our 
Community Hospitals 


More than one-third of the graduates of medical 
colleges during the past three years have selected 
communities of five thousand population or less for 
location in which to practice their profession. 

These younger medical men are well founded in 
the science of medicine, and have devoted one or 
more years of internship in good hospitals in the 
application of their art. 

With this decided trend of the competent, quali- 
fied, well-trained medical graduates to locate in the 
smaller communities and rural areas, the community 
hospitals in the smaller cities are assured of a con- 
tinuous supply of acceptable candidates for appoint- 
ment to their medical staff. The advantages of a 
well-equipped rural hospital, good highways, and 
the opportunity afforded to practice medicine in 
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optimum conditions combine to attract the younger 
medical graduates to the smaller centers. Our com- 
munity hospitals should encourage this satisfactory 
trend and provide the young physician with every 
reasonable facility for the uninterrupted and _ suc- 
cessful practice of his profession. 

The number of graduates of medical colleges is 
decreasing with each graduating class, and will 
probably never again reach the peak of former 
years. It is to the credit of both the young graduates 
and the hospitals that they bring to our rural com- 
munities the advantages of good hospital service and 
good medical care under the direction of well- 
educated and adequately trained physicians and sur- 
geons. Both will establish and maintain the best 
traditions of preventive and curative medicine. They 
will provide both the means and the methods for the 


modern, accepted, and adequate care for the patient 
in surgery and the medical specialties. 
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Atlantic City—1937 


The Board of Trustees have accepted the invita- 
tion of the New Jersey Hospital Association and 
selected Atlantic City as the city in which the 1937 
Convention of the American Hospital Association 
will be held. The dates are September 13 to 17 
inclusive. 

Atlantic City offers all of the advantages that 
could be desired for our Annual Convention. It has 
the best of transportation facilities, good hotels at 
reasonable rates, and the finest auditorium in the 
country, where all of our meeting halls, and com- 
mercial and technical exhibits can be located on one 
floor level. 

It is within 24 hours travel of 75 per cent of the 
hospitals of the United States and Canada, and pos- 
sesses unusual attractions as a vacation and pleasure 
resort. 

The New Jersey Hospital Association will be our 
hosts for Convention week. They have been superb 
in previous years and in 1937 they will surpass 
themselves. The program is now being arranged. 
It should attract the attendance of every hospital 
administrator and the chiefs of the various hospital 
departments. No one can afford to miss its sessions. 

Make your arrangements to spend the best week 


of the year, from every standpoint, at the Conven- 
tion of Your Association, September 13 to 17, 1937. 





The Value of a Library to Patients 
in a Small Hospital 
CATHARINE H. ALLISON 


Superintendent, Winona General Hospital, Winona, Minnesota 


a WINONA GENERAL Hospitat of Wi- 
nona, Minn., is typical of many small voluntary hos- 
pitals which, through earnest efforts to be of service, 
win the help and cooperation of their community. 

Since the organization of the Winona General Hos- 
pital Association in 1894, its members have given 
unselfishly their time and efforts for the good of the 
hospital. The latest expression of generosity from 
one who has the interest of the hospital at heart 
was the establishing of a patient’s library by Samuel 
L. Prentiss, a trustee of the hospital, and treasurer 
of the Association. 


A room on the fifth floor of the hospital was 
selected and equipped with standard book shelves, 
magazine racks, desks, chairs, and cataloguing cab- 
inets. 


The hospital had about five hundred books which 
were used by patients and nurses, but they were not 
classified. Mrs. H. V. Fuller classified all books in 
a simplified Dewey decimal system. From five hun- 
dred books we now have between fourteen and fif- 
teen hundred volumes, making the large classification 
as follows—Mystery and Adventure, Fiction, Biog- 
raphy, Travel, Religion, Fine Arts, Amusement and 
Juvenile. 


The interest in the library by the general public 
has been manifested by increased donation of books, 
magazine subscriptions, late magazines, games and 
puzzles, lap boards and tray tables for playing 
games. Children of the grade schools and individ- 
ual children have made some interesting scrap books 
for the younger children. 


Volunteer Workers Distribute the Books 


A group of the younger women, who volunteered 
their services to the hospital each Monday and 
Thursday, distribute the books and help make a suit- 
able selection for the patient. The orderly wheels 
the laden book truck, which was made from a dis- 
carded stretcher cut to a suitable size, and a book 
and magazine trough was made by the local mill to 
fit the base. The “book ladies,” as many patients 
call them, are eagerly welcomed and many patients 
in the wards, when they finish their book or some 
magazine article frequently recommend it to another 


patient to read. This service has been much appre- 
ciated by the patients. 

We have two cards, 2%4 x 8-inch—one blue, the 
other yellow, which are really a book list. The Blue 
Card reads as follows: 


BOOKS 


to pass the time pleasantly 
Glance over this list. Ask the library attendant 
for your favorite book in the library. Deliveries are 
made on Monday and Thursday. 


STORIES OF THE ORIENT 
Sons 
A House Divided 
Good Earth 
Daughter of the Samurai 
In a Shantung Garden 
Peking Picnic 
Lady of the Decoration 
Lady and Sada San 


READ ABOUT THE MIDDLEWEST 
Miss Bishop 
A Lantern in Her Hand 
Ann Vickers 
Trail Makers of the Middle Border 
Daughter of the Middle Border 
Early Candlelight 
Giants in the Earth 


LAUGH WITH THESE! 


In Pawn : 
They Had to See Paris 
Epic Peters 
Polished Ebony 
My Demon Motorboat 
Swiss Family Manhattan 
If I Were You 
Bunker Bean 
The Spenders 
Professor, How Could You? 


EXCITING TALES OF THE FAR NORTH 
Call of the Wild 

The Gun-Brand 

The Wolf Hunters 

The Gold Hunters 
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The Librarian at Work 


Kazan 
The Settler 
Land of Forgotten Men 


SEA STORIES 


Men Against the Sea 

The Cook and the Captain Bold 
Sard Harker 

Blowing Weather 

The Narrow Corner 

The Log of the Betsey Ann 
Casuals of the Sea 

Seawolf 


SMALL BOOKS 


Easy to hold in bed. 
A Kentucky Cardinal 
After-Match (Part 2) 
Wuthering Heights 
The Little Hunch-Back Zia 
Beside the Bonnie Brier Bush 
The Need of Change 
The Third Window 
Eneas Africanus, Defendant 
Twice-Told Tales 
Phantom Rickshaw 


ROMANCE IN THE CUMBERLANDS 


The Kentuckians 

A Knight of the Cumberland 
Mountain Europa 
Cumberland Vendetta 
Christmas Eve on Lonesome 
Trail of the Lonesome Pine 


Hell fer Sartain 
Cavalier of Tennessee 





OF CANADIAN BACKGROUND 


The Right of Way 

Carnac’s Folly 

The Lane That Had No Turning 
The Plains of Abraham 

The Man from Glengarry 

The Girl from Glengarry 


Juvenile Books, picture books and magazines for 


the young. 


The services of the library are free to patients of 


the Winona General Hospital. 
The Yellow Card reads as follows: 


BOOKS 
Keep away the blues 


Books from the library are delivered to patients 
on Monday and Thursday. Ask for your favorite 


books and magazines. 


NEW BOOKS 


The Last Puritan 
Arctic Adventure 
House in Paris 
Road to War 
Woollcott Reader 
Come and Get It 
Vein of Iron 

Old Jules 

Brazilian Adventure 
The Fool of Venus 


LIGHT LOVE STORIES 


Barberry Bush 

Certain People of Importance 
Half a Rogue 

The Visits of Elizabeth 
Angel in the House 
Graustark 

Jane Cable 

The Sherrods 

All Kneeling 

Alice Adams 

Gentle Julia 

Glimpses of the Moon 


CAPE COD STORIES 
With a bit o’ love 

By Joseph C. Lincoln: 

Keziah Coffin 

Rugged Water 

Cap’n Eri 

Thankful’s Inheritance 

Big Mogul 

Fair Harbor 


ADVENTURE IN THE WEST 


To Him That Hath 
Lone Star Ranger 























Man of the Forest 

Emerald Traiis 

Wolfville Days 

Tonio, Son of the Sierras 

Sky Pilot 

Lone Cowboy 

Diary of a Dude Wrangler 

Roping Lions in the Grand Canyon 


SMALL BOOKS 


Easy to hold in bed 
A Window in Thrums 
Scarlet Letter 
The Light That Failed 
A Romance in Transit 
The World’s 100 Best Short Stories 
The Little Mixer 


MYSTERY STORIES 
The Door 
Million Pound Deposit 
A Silent Witness 
False Faces 
Sinners Beware 
Poison 
Omnibus of Crime 
Casino Murder Case 
Dragon Murder Case 
Portrait of a Man with Red Hair 


FOR JUVENILES 


Tom Swift Series 

Outdoor Girl Series 

Moving Picture Girls Series 

Mrs. Wiggs of the Cabbage Patch 

Pollyanna 

Heidi 

Picture books for the young. 

The use of books and magazines in the library is 
free to patients of the Winona General Hospital. 


No Rental Fee Charged 


At first many patients thought there would be a 
rental fee and were hesitant about taking a book. 
I may say these cards are placed on each floor and 
on a table in the main lobby, so that all may know 
of the library service. 


Patients Apprecitae the Library Service 


This service has been much appreciated by the 
patients, the doctors and nurses. One finds there is 
much less restlessness among the patients, time does 
not seem so long or pain as acute when they become 
interested in a good book. The patients frequently 
state, “I have leisure now and enjoy reading the 
books that I never had time to read.” 











Selecting a Book for a Patient 


The group of volunteers have done much to in- 
crease interest in the hospital, not only in their con- 
tact with patients, but in the welfare of the patient 
and those who may be helped in other ways. We 
feel the establishing of the library has been of in- 
calculable value from every standpoint of interest to 
the patient. 


We have two volunteers who come to read to the 
patients who are unable to read to themselves, but 
enjoy having someone read to them. One of these 
women reads to the children and has a story hour 
with them. 


We cannot but feel many hospitals would enjoy 
the benefit we have derived from the library for the 
patients—by either having a library in the hospital or 
contacting the local public library committee who 
would be helpful and interested in aiding the hos- 
pital in this work. 


The nurses and employees have the privilege of 
taking a book, it being returnable in one week. Since 
our library was opened a year ago there have been 
eight hundred sixty seven books issued to patients 
and personnel. 


On Hospital Day of the present year one of the 
principal places of interest to the public was the hos- 
pital library. We had over two hundred persons 
who visited this department and were much inter- 
ested in the work which was being done for the 
patients. 


We are deeply grateful to Mr. Prentiss for vis- 
ualizing the need and helpfulness of an organized 
library for the hospital. 
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Current Hospital Thoughts 


Liability Insurance for Hospitals 


Mr. George E. Edmonds, barrister at-law, in ad- 
dressing the thirteenth Annual Convention of the 
Ontario Hospital Association, said: 


“Hospitals are liable in law for their negligent 
acts. Verdicts for damages resulting from negli- 
gence may amount to large sums. The only hospital 
which does not require insurance is one which is in 
a position to meet the contingency of a possible 
paralyzing award of damages by a cash payment 
from its own funds. Adequate insurance affords 
protection against such contingencies. It insures 
greater certainty in drawing budgets, as well as giv- 
ing experienced service in the handling of claims. 


“It is the purpose of this paper to outline briefly 
some of the ways in which hospital liability arises. 
You can then determine the importance of insurance 
in hospital management. 


“Hospital liability is usually based on negligence. 
It would be quite impossible to discuss the intricate 
and difficult subject of negligence in this short paper. 
Suffice it to say that where a hospital has a duty 
towards some person and omits to do something 
which a reasonable, prudent man would do or does 
something which a reasonable, prudent man would 
not do under the circumstances, it is guilty of neg- 
ligence and liable for any damages resulting there- 
from to persons or property. 


“This liability may arise in a number of ways: 


. Liability due to Ownership or Occupancy 
. Negligence of Servants 
. Injury to Employes 


. Liability for Acts of Doctors and Nurses.” 


—_—<>__— 


The simplest way to gauge the importance of the 
modern hospital to any community is to try to imag- 
ine that community without the facilities of the mod- 
ern hospital, and to compare its vital service to 
mankind with that of many other institutions which 
we have long since come to take for granted. 


If our dwelling catches fire we can press a button, 
or pull down a lever, and the trained emissaries of 
a highly competent organization dash to our door 
and, with modern scientific equipment, save our cher- 
ished possessions. 


If burglars break into our home we have only to 
spin the dial of our telephone to bring a Sanhedrin 
of highly competent gentlemen who will lead the 
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deluded pilferers to the bastile, which is, inciden- 
tally, another of our public institutions. 


If we wish to take a promenade, we have fairly 
good cement sidewalks to stroll upon. If we have 
a yearning to go driving in‘a car, there are well- 
graded thoroughfares with traffic lights, and efficient 
traffic patrolmen to render our itinerary compara- 
tively free from accidents. 


But the greatest and most important modern scien- 
tific institution—the one institution which deals di- 
rectly with life and death—is the modern hospital. 


Let us look at the matter frankly, do a bit of 
thinking, and make an honest choice. Would you 
rather save your domicile from burning, or have a 
hospital to take your ruptured appendix into? Would 
you rather preserve your goods from theft, or have 
a hospital with a Drinker respirator to save your 
paralyzed child? 


In a modern hospital we have all the necessary 
facilities to make diagnoses and give treatments. In 
addition, the modern hospital also acts as a teaching 
institution, both academic and post-graduate. 


What does the modern hospital mean to me? It 
means more than any other modern institution. 
S. S. Van Dine, 
(The New York Times.) 


————_——. 


It is stupid to help a patient in one respect and 
hurt him in another. To give him good medicine 
but bad food would seem too idiotic to be borne. But 
at present we do something as bad as this in many 
cases. We work hard to improve the condition of 
the sick man’s body, but we allow conditions to exist 
which hurt his mind and through his mind check 
the healing of his tissues. Mental and spirit food is 
a crying need. Yet in long illness the mind usually 
starves or hungers, because man is not so one-sided 
a creature as our medical treatment assumes. We 
ignore the patient’s view of hospital sights, sounds, 
and smells, of the doctor’s significant silences and 
half-heard conversations with assistants and nurses. 
We let poisonous fears act on his body and on his 
mind, because no one stops them or neutralizes them. 
He fears death oftener than his doctor and his nurse 
realize because they know so well that his disease is 


not a mortal one. ; 
Richard C. Cabot, M.D. 


——~————~ 


Convalescent Care 
Hospital economics will have to concern itself se- 
riously with the problem of providing adequate in- 





stitutional facilities for the care of convalescents. 
Experience has shown that many patients who have 
passed the acute stage of illness and are no longer 
in need of the continuous medical and nursing care 
of a general hospital, could suitably be cared for in 
an appropriate home for convalescents. In urban 
communities, where a large number of patients dis- 
charged from hospitals are obliged to return to 
homes where they cannot obtain the type of care 
which is necessary for an accelerated recovery, it 
is especially important that adequate convalescent fa- 
cilities be provided. 


It should also be pointed out that the average pa- 
tient from the low-income group, recovering from 
an illness, finds the economic burden of convalescence 
quite as heavy as that entailed by hospital care, and 
often while able to pay for the treatment of his acute 
illness, is forced to seek financial aid during the 
period of convalescence. * * * 

William J. Ellis, Ph.D., LL.D., 
Commissioner, Department of Institutions and 
Agencies of New Jersey. 


A word about contributors. I contend that the 
spirit of the Good Samaritan is just as much alive 
in the hearts of the people today as it was when the 
parable was written into the gospels. Let us banish 
any thought that our great need for gifts and be- 
quests is a nuisance in the eyes of the public. The 
dignified solicitation of help for healing the sick, 
coupled with the conscientious execution of the im- 
plied responsibility will never invite ill-will or irri- 
tated rejection. Our average citizen is a man en- 
grossed in his own pursuits, but he is quick to re- 
spond to an intelligent appeal to his sympathy, and 
is glad and proud to be included in an enterprise, 
which, once he understands it, he recognizes as an 
indispensable fountain-head of community life. The 
wish to help the less fortunate is firmly woven into 
the American design for living. While we wait and 
pray, and if we choose, work for a day when every 
citizen in this nation will enjoy complete financial 
independence, let us in the meantime continue to 
foster that philanthropic urge which has created and 
maintained in this land so many splendid examples 
of man’s humanity to man. 

Fred W. Hefiinger, 
President, New Jersey Hospital Association. 


What, then, should one’s conception of a hospital 
be? From a mental hygiene standpoint, a hospital 


should consist of an organized group of trained 
workers, intensely interested in their work, with 
high ideals, housed in suitable but by no means pre- 
tentious buildings, furnished with adequate equip- 
ment, coordinating all their efforts in behalf of the 
best interests of the sick individuals under its care 
for the purpose of restoring them to health and sat- 
isfactory social adjustments when possible; for miti- 
gating suffering when health cannot be restored and 
of carrying out such clinical research as may be com- 
patible with the best interest of the patient. And I 
again emphasize the point that in gathering the data 
necessary to make a diagnosis of the case in order 
to formulate a rational and humane treatment and 
management, that the organism as a whole should be 
considered. 


I have emphasized personnel and patient more than 
buildings, and I have done this advisedly, because, 
from the standpoint of mental hygiene, the quality 
of the personnel is the more important. Excellent 
work may be performed in inexpensive buildings 
when that high quality of personnel, and that high 
standard of organization, coordination and coopera- 
tion to which I have referred in defining the ideal 
hospital obtain. To be sure adequate buildings, with 
due consideration to space, esthetics, convenience and 
equipment, may be a great help, but without that 
high quality of personnel and the other things, they 
could be worse than a scalpel without the physician’s 
mind and heart guiding it. 


Stephen A. Jewett, M.D. 
eo. 


The voluntary hospital, run on a non-profit basis, 
supported by payment by patients and voluntary 
contributions past and present, is one of America’s 
most cherished institutions. It is a necessary part 
of any civilized community, and it gives not only 
help in time of trouble but stands as a bulwark 
against disease and suffering. It is an institution 
of healing but as well one for teaching, research, 
preventive work, and stands as an irreplaceable unit 
in our whole social life. It deserves the support of 
each one of us to the extent of our ability to give. 


David McAlpin Pyle, 
President United Hospital Fund. 
(The New York Times) 


Captain J. E. Stone, in an article appearing in 
the current issue of Nosokomeion, ascribes four 
functions to the modern hospital. 
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The aggregating and care of the sick 


2. The Teaching Function—The training of phy- 
sicians, surgeons and specialists, the education 
of the nurse, etc. 


3. The Research Function—Investigation into the 
cause of disease 


4. The Social Function—The education of the 
public in health and personal hygiene 


He enumerates four essentials in the orderly and 
scientific approach to the establishment of the hos- 
pital and the decisions which must be made. 


1. The necessity of establishing a hospital 


2. The size of the proposed hospital, more par- 
ticularly in relation to bed capacity 


3. The clinical organization of the hospital, par- 
ticularly in the case of a teaching hospital 


4. The relationship of the hospital to the com- 
munity 


Captain Stone states: “For an intelligent consid- 
eration of these points, it is essential that the respon- 
sible authority should have reliable information as to: 


1. the incidence of disease, its classification and 
seasonal variation ; 


2. the nature of the area, urban or rural; 

3. the population and its composition ; 

4. prevailing occupations and their health hazards ; 
5. anticipated growth of the population; 


6. the extent and character of the hospital, public 
health, nursing, and other similar services al- 
ready available ; 


7. the extent and character of existing hospital 
waiting lists ; 


8. the industrial, housing, economic and other so- 
cial conditions existing in the community.” 


“There are obviously no general answers to these 
questions. Intimate knowledge and close study of 
the actual situation are essential and helpful as may 
be the experiences of the other hospitals, the devel- 
opment of a program must depend upon the facts 
found to exist in the particular community for which 











the program is being prepared. In short, a survey 
must be made, and this survey adopted as the basis 
of the program. It should not be confined merely to 
an outline of procedure incidental to the building of 
a hospital with a specific number of beds, not be dic- 
tated solely by considerations of immediate urgency, 
personal or institutional interests, nor the amount of 
funds available. It should, on the contrary, be such 
a survey as will disclose a comprehensive knowledge 
of (1) the community’s present problems in relation 
to sickness, institutional care, and medical practice; 
(2) a reasonably accurate estimate of its future 
problems and requirements, and (3) a clear under- 
standing of the part the proposed hospital is to take. 
This is fundamental. It is a step in direct opposition 
to the old illogical and unsound method of building 
a hospital as an isolated unit, and where two factors 
only were considered prior to the preparation of 
plans: (1) the amount of money available (beyond 
which the plan was not permitted to expand), and 
(2) a fixed idea as to the number of beds to be 
provided. This bed requirement, by reason of the 
shortage of beds to be found in almost all districts, 
was usually longer than the funds available would 
readily provide, with the result that the development 
of the program was a development of compromises 
with the number of beds instead of functional needs 
uppermost in mind. The development of a program 
providing for the number of beds estimated to be 
required is, of course, desirable, but must not be 
provided to the exclusion of an adequate ratio of 
space for other essential hospital services, services, 
moreover, which must be provided for in accordance 
with ascertained requirements. The only satisfac- 
tory method is one in which the requirements of 
each and every function and service are first studied 
separately and the space allowances thus ideally con- 
ceived for these individual sections, afterwards ar- 
ranged together into a well proportioned, smoothly 
working, and not unduly expensive, whole. Dr. 
S. S. Goldwater, an eminent American authority on 
the subject of hospital planning and construction, 
puts the matter in a nutshell when he says: “To bor- 
row an analogy from human anatomy and physiol- 
ogy, how can the sections be so united as to produce 
as much gland and productive tissue, and as little 
unproductive connective as possible ? 


“The average hospital like Topsy, has ‘just 
growed’: it is not the consummation of a carefully 
conceived plan, with the result that the ultimate 
physical picture is that of an improperly planned, 
unbalanced, inflexible and uneconomical plant.” 


Captain J. E. Stone, 
Birmingham Hospitals Center. 
(Current issue of “Nosokomeion’) 









Hospital Paging Systems 


A Symposium 


Loud Speaking System 


G. Rush Willet 
G. R. Willet and Company, Chicago, Illinois 


Whenever I read or hear the expression “Loud 
Speaker” I am reminded of the story of a very old, 
retired railroad engineer who was greatly attached 
to an equally antiquated, but not retired, radio. It 
seems that this ex-engineer’s great attachment for his 
radio was based on the fact that with unfailing regu- 
larity its speaker would loudly whistle for every 
station. 

I am sure many of you are acquainted and familiar 
with these “railroad” radio sets, as many of their 
loud speakers have been detached and used in hos- 
pital paging systems. They are “Loud” speakers 
in every sense of the word. 


Inadequate Service Costly 


During the past number of years we have been 
making studies of the telephone equipment and serv- 
ice requirements of many of our leading universities, 
hospitals, and business organizations. We have found, 
particularly in studying hospital communication 
and signalling systems, that if the fa- 
cilities for registering the “Ins and 
Outs” of the personnel, and for 
promptly locating the per- 
sonnel are inadequate the 
cost of telephone service 
goes up and, of course, its 
efficiency goes down. I 
would say to you that if 
your telephone system is 
costly, inefficient and em- 
barrassing, check and 
double check the results 
you are obtaining with 
your paging system. 
Studies have proven that 
the average number of 
telephone switchboard at- 
tendant work units re- 
quired to complete a con- 
nection between the “call- 
ing’ and the “called” 
parties may be reduced as 
much as 72.3 per cent by 
the use of a properly de- 
signed and installed pag- 
ing system. It is not sur- 
prising to find that the 


most satisfactory and highly efficient telephone 
switchboards are equipped with audible paging sys- 
tems of the speaker type. 

An audible paging system consists of four prime 
factors: (1) the microphone, (2) the amplifier, 
(3) the reproducing units, or speakers, and (4) the 
installation. The results obtained from these units 
of sound transmission depend first upon their proper 
selection with regard to the peculiarities of each and 
second, but equally important, upon their proper in- 
stallation. Good equipment poorly installed is not 
as satisfactory as poor equipment properly installed. 

The installation and selection of an audible paging 
system requires most careful consideration. The 
final system must be reliable, economical to operate 
and maintain, and above all, offer exceptional tone 
quality with fidelity of reproduction. 


Great Progress Made in Audible Paging System 


Due to the universally popular talking, or sound 
pictures, great progress has been made in perfecting 
equipment for the reproduction of sound. The audi- 
ble paging system of today is as faithful in reproduc- 
tion as the finest radio or sound picture systems. 

In this connection it is of the utmost 
importance that the person selected for 
paging be properly trained in voice 

modulation, enunciation, 
and expression and _ that 
the place of paging be 
acoustically treated, in 
fact, designed as nearly 
like a broadcasting studio 
as is economically possi- 
ble, for what goes into the 
microphone of today is 
faithfully reproduced at 
each location of the speak- 
ers. Such a design is not 
as difficult to attain as it 
may seem. 

We must, therefore, for- 
get the blaring, distorted 
“broken record” melody 
type of loud speaker with 
which we are all familiar, 
and focus our attention on 
the new, sweet, well modu- 
lated and soft type of re- 
producing unit. This I 
should like to call the 
“soft” speaker type. 


Front View of Combined Radio and Paging Channels 
installed in Jewish Hospital of St. Louis 
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TELEPAGE 


A Doctors’ and Patients’ Register and Information Desk 


For the sake of brevity, I am assuming that you 
will agree with me that an audible system is superior 
to any other type of paging system when measured 
only by its effectiveness. 


Since both the original cost of sound equipment 
and its installation cost are less than practically any 
other type of system, thereby permitting a more satis- 
factory distribution of calling units, we can find but 
one remaining serious objection to a good audible 
system. That objection is, of course, the patients’ 
discomfiture. If we can shield the patient, and in- 
cidentally others whose duties and activities do not 
require that they be paged, from the sound of the 
reproducing units—yet reach those we want—then 
we will have removed the only real remaining ob- 
jection to a “soft” speaker paging system. 


Distribution and Placement of Speakers 


To accomplish complete elimination of the paging 
sound reaching the ears of patients, requires but a 
careful study of the distribution and placement of 
the speakers. Speakers should not be located in the 
corridors and lobbies near patients’ rooms, but in or 
at the nursing stations, interns’ and doctors’ offices, 
laboratories, clinics, and so forth. Each should be 
located for the most satisfactory results obtainable. 
Every location should be an individual problem, re- 
quiring careful planning before the installation is 
started. Each speaker housing should be equipped 
with an adjustable volume control built inside in such 
a manner that once properly adjusted it will not be 
tampered with. The volume of each speaker should 
be less than 50 per cent of maximum. If this ad- 
justment does not cover the area, do not increase the 
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volume over this percentage, but add an- 
other speaker. 

The volume of each speaker must be 
kept low, soft, and well modulated if you 
are to obtain satisfactory and non-objec- 
tionable results. Try this on your own 
radio at home and become convinced. 

There are many reliable engineering 
firms which maintain a staff of engineers 
who will, without cost, be glad to assist 
you in meeting your paging problems. 
Remember that an audible system requires 
but one pair of wires to each speaker, 
and any number of speakers may be con- 
nected to a circuit. This fact permits 
other or obsolete types of paying systems 
to be removed and existing conduit used 
for the new and modern audible systems. 

Once the speaker location and distribu- 
tion problem is solved the remaining 
equipment offers few installation prob- 
lems. 

Studies which we have made cause us to believe 
that the duties of paging, the recording of doctors 
“Ins and Outs” and general hospital information 
should be done by one whose time and efforts are 
confined solely to that end. It is reasonable to assume 
that if the switchboard attendant is interrupted in 
her normal and regular work to determine the where- 
abouts and coming and going of doctors, which is 
time taking and often unproductive, her operating 
efficiency will be faulty and below par. 


Let the paging be done, therefore, from a desk 
combining the doctors’ “In and Out” system, the 
microphone of the audible paging system, and tele- 
phone means provided for completing calls which 
require the use of these facilities. The original and 
operating cost of such a desk is surprisingly lower 


One of the Control Desks 





than present known systems and their methods of 
operation. 


Ticker System 


C. S. Lentz, M.D. 
Superintendent, University of Virginia Hospital 
Charlottesville, Virginia 


The fact that there are several types of paging 
systems in use in hospitals would in general lead us 
to believe that no single method answered all re- 
quirements in all hospitals. We differentiate, of 
course, between the Nurses Call System and the so 
called Doctors Paging System; the latter alone being 
herewith discussed, although by this same means 
many persons other than doctors, such as superin- 
tendent of nurses, assistant superintendent, night 
supervisor, electrician, ambulance driver, may be 
called. In short, any hospital attache whose regular 
duties may require his presence in several or remote 
locations of the building or group, and whose where- 
abouts it may be desirable to ascertain quickly, should 
have some easily recognized call, silent or audible. 


The Perfect Paging System 


We may define abstractly the perfect paging sys- 
tem as the one which, with a minimum of cost, main- 
tenance, effort, and disturbance and in the shortest 
space of time will by itself unfailingly attract the 
attention of the party being called. 


To deliver any one system meeting these require- 
ments in all particulars to any or all hospitals would 
be, to my mind, quite impossible because we still 
have the inconstant human element with which to 
deal. We must finally encounter personal visual and 
auditory acuity or combinations thereof in the one 
called, and in the voice or sending rhythm of the 
operator. These vary greatly; and pre-occupation 
of either serves but to increase the difficulty. Hos- 
pital professional personnel have a peculiar way of 
never being where one would expect to find them. 


Practically, I have come to the conclusion that if 
we expect every call to be promptly answered, we 
must plan on having bells, lights, and annunciators 
in triple combination in every room, cranny, and 
corridor which go to make up the hospital. If, and 
when practical, it might prove desirable to add per- 
manent ear phones, aerial, etc., for individual radio- 
call. Facetious, perhaps, but what administrator has 
not many times longed for such a device. Truly a 
problem for the efficiency engineer. 


In serious vein, however, it has never been my 


privilege to have visited the hospital where existed a 
system conforming in all respects to my definition. 


The Ticker System 


My topic, The Ticker System, was chosen for me; 
with its recognized shortcomings, I had as lief dis- 
cuss it favorably as any other. I recognize that 
each institution has its own problem, and in choosing 
a paging system the building committee and con- 
sultant should weigh advantages and disadvantages 
(for all systems have both) and select the one which 
seems to best fit their needs with the funds available. 


Audible signals are as old perhaps as life itself, 
and will be used to greater or less advantage indefi- 
nitely. As applied to hospitals, I arbitrarily assume 
that the Ticker System includes such methods and 
procedures as (1) code bells or buzzers whether or 
not part of the telephone equipment, (2) telegraph 
instruments of several varieties, (3) code gongs, 
(4) musical bars, (5) tapper bells. It is also as- 
sumed that these are electrically powered and con- 
trolled by the telephone operator at a central sending 
station by pressing a sending key or button by hand 
or automatic repeater. 


By means of various electrical connections, relays, 
transformers and selective keys they may be used 
in combinations, in separate buildings for particular 
services, or singly. In general each code is repeated 
one or more times, depending upon urgency. The 
number of persons being assigned code calls will 
determine the desired code—dots and dashes, single 
numbers or combinations. Practically, combinations 
including up to 4 numbers are workable, such as 
3—1—2—3, 2—2—2—2, but it is not generally de- 
sirable to use figures above 4 unless used singly, 
when perhaps 6 should be the highest figure. The 
individual most frequently called should be assigned 
a single tick. The combinations possible are many, 
but of course each tick creates additional adventi- 
tious sound. In the average case an incredibly short 
time is required for an individual to automatically 
recognize his own code; whereas, unless his attention 
is called to it, he will not consciously hear the others. 
In the odd case, however (and it so happens that I 
represent this class in person), the individual re- 
sponds mentally to most of the calls but his own, 
which invariably go unanswered. 


Audibility presupposes sound of some type. It 
may be noise to some people, but tickers, musical 
gongs, tappers, and even telephone bells may be so 
located and adjusted as to have maximum carrying 
power with a minimum of disturbance and it may 
be bluntly stated, the patient is usually the only one 
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whom we need seriously consider as being disturbed 
by such sound. Naturally tickers should be insu- 
lated in the wall so that tile, plaster, or other building 
material does not amplify or conduct the sound, and 
in no case should they be backed up in the wall of a 
patient’s room or in the walls of a clinician’s office; 
in fact, not a little ingenuity on the part of architect 
and consultant must be exercised at the time of 
planning the building. Remember, however, much 
the same care must be evidenced when flashing or 
speaking annunciators are contemplated. It is true 
that tickers get out of adjustment by virtue of their 
mechanism. Unfortunately most gadgets have this 
undesirable propensity. As though this were not 
enough, staff members, interns and even visitors have 
been known to silence them by wadding paper or 
cloth into them, tampering with the set-screw con- 
trolling the sound bar, or by removing some neces- 
sary part. Careful grilled installation will generally 
control this, however. (I have heard of the same 
groups disconnecting audible annunciators. ) 


It is my feeling that all of us are sufficiently con- 
versant with the ticker system, though not all of us 
have actually carefully considered relative merits 
as against shortcomings. 


For the ticker system I therefore submit— 


Fractional initial cost compared with flasher or 
audible annunciator. 


Minimum maintenance; in most cases obviating 
necessity of replacements of relays, tubes and 
other expensive materials and usually taking less 
time and the services of less experienced help. 


Controlled sound, flat or resonant as desired, 
which, with proper installation, reaches directly 
the individual called in more places in the hos- 
pital than other types. Flasher or loud speaker 
type often requires services of a third person. 


Opposed to these findings I recognize that there 
will be some who object seriously to any type of 
audible signal as unsuitable for hospital use. They 
will argue that the trouble and construction expense 
which we go to in minimizing noise are vitiated if we 
employ this method. My only answer is hypothet- 
ically : 


Given reasonably limited funds for average mod- 
ern construction, maintenance, and personnel of a 
general hospital treating simultaneously out-patient, 
ward, semi-private and private patients and presum- 
ing that only one signal system could be used 
ihroughout, in the present state of my knowledge I 
would choose the ticker system. In practice, we 
ire not always limited in this way and I recognize 
hat all systems have their good and strong points. 
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Lamp Flashing System 
Charles W. Myers, M.D. 


Superintendent, City Hospital, Indianapolis, Ind. 


Most of us are familiar with the term “Doctors 
Paging System,” though few of us, perhaps, appre- 
ciate the amount of scientific research that is con- 
stantly being directed toward the perfection of such 
equipment. It has been said, “You can’t page a 
doctor.” Unfortunately this is true in a number of 
instances ; therefore any system to be effective must 
have the wholehearted cooperation of the doctor. 
One of the first steps in the establishment of any 
system is to educate the doctors to answer their calls 
conscientiously and assist in the elimination of much 
unnecessary effort on the part of the personnel, 
whose time could be well spent in increasing the eff- 
ciency of their particular duties, to the credit of both 
the doctor and the hospital. 


Types 


There are five distinct types of paging systems used 
in hospitals, namely: messenger, telephone, mechan- 
ical sound, loud speaker and lamp flashing. I shall 
briefly outline the various:types as I see their advan- 
tages and disadvantages. 


Messenger—All hospitals are equipped with a city 
telephone and when a request is received for a person 
in the hospital, the one answering the telephone in 
some manner runs through the hospital until the 
person wanted is located. This is the cheapest 
known paging system, and where the hospital is con- 
fined to one floor with a few beds, it represents all 
that is needed. 


Tele phone—Where the hospital is small and con- 
fined to two or three floors with a few beds, the 
telephone operator attempts to page the person 
wanted by ringing the various stations on the several 
wards. This system has the disadvantage of being 
limited to small institutions, and at the same time 
often distracts the attention of the nurse from more 
important duties. Some of the larger hospitals have 
an inter-communicating type of phone system which 
is used, not so much for paging as for communica- 
tion between the different departments. 


Mechanical Sound—This system represents the 
noisiest of all systems, due to the sounding of nu- 
merals on bells, horns, clickers, or any device that 
will emit a sound when tapped with a clapper. It 
is the most economical system and can be operated 
either by hand or by an automatic selector that will 
sound the signal on all devices at once, either for a 
limited or unlimited number of times. This system, 





besides being noisy, is limited to forty-five calls at 
best and is not recommended for over thirty, as the 
numerals become too difficult to interpret. 


Loud Speaker System—From the standpoint of 
efficiency in attracting attention of those paged, the 
loud speaker system is considered without equal; 
however, complaints registered by nervous and an- 
noyed patients might outweigh the advantages. 
There are a number of advocates for this system 
who perhaps have experienced no serious objections 
from the patients, while on the other hand there are 
many who are violently opposed to the use of this 
type of equipment. 


The loud speaker system has been perfected by 
reputable companies, and good equipment will not 
permit distortion of the voice as was experienced 
with the earlier models. Recently there has been 
devised a type that will permit the individual paged 
to answer from the speaker, without changing posi- 
tion or touching any device; thus materially reduc- 
ing the time the system must operate to find the 
person wanted. The entire system is comprised of 
an amplifier at a central point, with microphones 
and speakers scattered throughout the hospital. Its 
cost, I understand, is surprisingly low. 


Lamp Flashing Type—This, I believe, represents 
the highest type of paging system used in hospitals. 
This system, like all others, is operated from a cen- 
‘tral point which is usually the switchboard where all 
calls are first received. The Indianapolis City Hos- 
pital is equipped with this type. Throughout the 
hospital, there are located at convenient places, in 
the corridors and on the wards, annunciators con- 
taining ten to twenty lamps, depending on the com- 
bination of numbers and the number of doctors to be 
paged. Each doctor is given a selected number and 
this number, together with the doctor’s name, is posted 
at all nurses’ desks and other advantageous points. 


An effort is then made to educate the doctor to keep. 


a close watch for his number by taking an occasional 
glance at the annunciator while he is working on 
the wards or passing through the corridors of the 
hospital. At first it is a little difficult for him to 
accustom himself to this procedure, but in a little 
while he is sub-consciously looking for his number 
with as little thought as one starts or stops one’s 
automobile at a traffic light. The interns, the resi- 
dents, and certain members of the visiting staff are 
not the only ones who are assigned a number for use 
in paging. Included in the list are the superintend- 
ent of nurses, business manager, engineer, electri- 
cian, plumber, etc. In addition to the above, a com- 
bination of numbers is flashed throughout the hos- 
pital, whenever an autopsy is being performed, in 
order that all interns and residents, who are not 


actually occupied, may avail themselves of the op- 
portunity to see the autopsy. This is a decided ad- 
vantage over the loud speaker system since it could 
hardly be considered good policy to announce 
throughout the hospital two or three times a day 
that an autopsy was being performed. With the 
silent signal system no one is familiar with the au- 
topsy call except the medical staff and perhaps a 
few members of the hospital personnel. There is 
also a special signal, used to summon all available 
personnel to the receiving ward of the hospital in 
the event of a major catastrophe ; when a large num- 
ber of people have been injured or made ill as a 
result of fire, flood, group poisoning, or some other 
circumstances creating an unusual emergency. 


Whenever an individual is to be paged the oper- 
ator sets up his number on the key board and imme- 
diately this number is flashed on every annunciator 
throughout the entire system. Three people can be 
paged at the same time and the numbers keep flash- 
ing until the call is answered. This is done quietly 
without any annoyance to anyone. Occasionally a 
doctor is in a patient’s room or some other place 
where the annunciator is not visible to him and for 
this purpose there is contained in the annunciator, a 
buzzer, bell, or musical bar, that may be sounded 
with the number wanted, in case of an emergency. 
I might add, however, that this feature is not used 
by the Indianapolis City Hospital at the present time; 


_it was abolished some years ago, due to the fact that 


the doctors soon learned to rely upon this system en- 
tirely and failed to pay sufficient attention to the 
annunciator, with the result that the entire system 
virtually evolved itself into one of mechanical sound. 


Every day the problem of locating hundreds of 
doctors confronts us. Regardless as to whether we 
had mechanical sound, loud speaker, or paging an- 
nunciator, it would be necessary to keep the system 
in constant operation for at least a period of twelve 
hours each day and in part operation for the re- 
mainder of the day. Any system emitting noise, 
either mechanical or vocal, would not only be un- 
bearable to the patient but would likewise work a 
hardship on the hospital personnel. In this day of 
noise on the street and noise in the home, the hos- 
pital should at least be one place where quiet pre- 
vails. ‘ 


Scattered throughout the various buildings of the 
hospital are 94 annunciators which have operated 
almost continuously night and day for the past six 
years. The system has operated efficiently and only 
those concerned with receiving messages are aware 
of its presence. 


The manufacturers of the Flash system inform 
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me of still another type, which, if the Federal Radio 
Commission will permit them to use, will revolution- 
ize the entire paging system. This system is a radio 
set carried in much the ‘same manner as a pocket 
watch. @ne carrying such set is apprised of his 
call by a vibratory ticking set up in the instrument 


through a radio wave sent out by a central operator. 

Today the Lamp Flashing system represents per- 
haps the most efficient and most satisfactory paging 
system for hospitals, but with television, radio, and 
other scientific equipment in their infancy, who can 
predict the best system of tomorrow? 








Personals 


Lula West has been appointed superintendent of 
the Roanoke Hospital, Roanoke, Virginia. Miss 
West was formerly Educational Director for the 
North Carolina State Board of Nurse Examiners. 


Marion V. Black, former superintendent of the 
Ellen Fitzgerald Hospital, Monroe, N. C., has been 
appointed superintendent of the T. J. Samson Com- 
munity Hospital, Glasgow, Kentucky. 


Dr. H. L. Reddy, medical superintendent of the 
Woman’s General Hospital, Montreal, Quebec, since 
1894, died recently. 


Joseph A. Mulville, former assistant superintend- 
ent and principal of the school of nursing at Beth 
Israel Hospital, Boston, Mass., has been appointed 
superintendent of the New England Hospital for 
Women and Children Hospital, Boston, Mass. 


Mount St. Mary’s Hospital, Niagara Falls, N. Y., 
has announced the appointment of Sister. M. Flor- 
ence as superintendent. 


Florence P. Burns, superintendent of Babies Hos- 
pital, Newark, New Jersey, for the past sixteen 
years, resigned to accept the superintendency of 
Somerset Hospital, Somerville, New Jersey. 


Roy J. Latas has resigned as superintendent of 
Belmont Hospital, Chicago, Illinois. 


Clara A. Pierce has been appointed superintendent 
of St. Joseph Sanitarium, St. Joseph, Michigan. 


Sister Aloysiana has been named superintendent 
of St. Mary Hospital, Quincy, Illinois. 


Gertrude L. Heatley, former assistant superin- 
tendent of the South Side Hospital, Pittsburgh, Pa., 
has been appointed superintendent to succeed Jean- 
nette L. Jones, who died recently. 


Frank G. Sheffler has been appointed assistant su- 
perintendent of Union Hospital, Terre Haute, In- 
diana, and Winifred Ann Mosley, R. N., formerly 
of Troy, N. Y., has accepted the position of director 
of the school of nursing. 
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Mrs. Daisy Kingston has retired as superintend- 
ent of Somerset Hospital, Somerville, N. J. 


Sister Virgila has been transferred from St. Jo- 
seph’s Hospital, New York City, to St. Elizabeth 
Hospital, Dayton, Ohio. Sister Virgila succeeds 
Sister Agreda, who has been appointed superintend- 
ent of St. Margaret's Hospital, Kansas City, Kansas. 


Elizabeth Williams has resigned as superintendent 
of the Lee County Hospital, Sanford, N. C. 


Norfolk General Hospital, Norfolk, Va., has an- 
nounced the appointment of Dr. Arthur H. Perkins 
as medical director. 


Frank D. Self succeeds Katherine C. Hall as su- 
perintendent of Fairview Hospital, Great Barring- 
ton, Mass. 


Dr. M. L. Dryfus has announced his resignation 
as medical director of the Beth Moses Hospital, 
Brooklyn, N. Y. Dr. Dryfus has been with the 
Beth Moses Hospital for the past seven years. 


Mabel F. Wheeler has been appointed superin- 
tendent of nurses at Morton Hospital, Taunton, 
Mass. 


Eleanor Vinson succeeds Catherine Abert as su- 
perintendent of Chambersburg Hospital, Chambers- 
burg, Pa. 


Sister Mary Luderis has been appointed superin- 
tendent of the new Sacred Heart Hospital in Nor- 
ristown, Pa. 


Captain James F. Hamner, formerly of the Army 
and Navy General Hospital at Hot Springs, Arkan- 
sas, has assumed his new duties as superintendent 
of the Little Rock City Hospital, Little Rock, Ar- 
kansas. 


Dr. W. E. Park, manager of the Veterans’ Ad- 
ministration Facility, Aspinwall, Pa., has been trans- 
ferred to the Veterans’ Administration Facility, Rut- 
land, Mass., to be manager there. 
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Why Blame the Insurance Man? 


F. STANLEY HOWE, A.B.* 


Superintendent, Orange Memorial Hospital, Orange, New Jersey 


Bx: THE COMPLEXES which many hos- 
pital people acquire is a rather vague antagonism 
toward anyone representing an insurance company. 
In view of the development of insurance, and the 
increasing portion of a hospital’s revenue which now 
comes from such sources, a more cordial relation- 
ship between hospitals and insurance carriers is es- 
sential. The first step toward such relations is a 
mutual understanding of our common problem. 


Few superintendents have time or opportunity to 
inform themselves fully both as to their rights and 
their responsibilities in the matter of collecting on 
insured cases. To make up for this deficiency the 
Committee on Workmen’s Compensation and Liabil- 
ity Insurance of the American Hospital Association 
in the years 1931 and 1932 undertook the task of 
preparing information regarding various phases of 
insurance with which hospitals were concerned. By 
a very fortunate circumstance our membership in- 
cluded Dr. J. Rollin French, of Los Angeles, who 
for twenty-five years has specialized in the care of 
compensation and liability cases on the Pacific Coast. 
His unique experience, together with a willingness 
to take the necessary time, qualified him for this very 
difficult and highly technical task. 


Prior to undertaking this work the Committee had 
established friendly relations with the National 
Bureau of Casualty & Surety Underwriters, repre- 
senting most of the largest companies handling 
casualty insurance. At their headquarters in New 
York we held joint meetings with the medical direc- 
tors of some of the more important companies and 
had laid a foundation of mutual respect and under- 
standing between them and the hospitals. 


The “Manual of Information for the Use of 
Hospital Executives in the Management 
of Insurance Cases” 


Dr. French’s manuscript was in due course sub- 
mitted to them and produced many expressions of 
surprise and congratulation. As one expressed it, 
he doubted if there were many insurance men who 
could have prepared such a manual, and he would not 
have believed that any hospital man could have done 





*Chairman, Committee on Workmen's Compensation and 
Liability Insurance of the American Hospital Association. 


so. After careful scrutiny this manuscript received 
the endorsement of the Bureau and was presented 
with the Committee’s Report to the Detroit Conven- 
tion in the fall of 1932. This manual was later pub- 
lished by the Association as a separate booklet and 
the original supply was exhausted by sales to indi- 
vidual hospitals throughout the country. Continued 
demands from other sources seemed to justify the 
continuance of the manual, and at the request of the 
Association Dr. French undertook to revise the 
original text, which represented another heavy piece 
of work. At his own expense, extra secretaries were 
engaged and the manual was brought up to date as 
of September, 1936. The revised manuscript was 
again submitted to the National Bureau, where dupli- 
cate copies were made and sent to nineteen heads of 
claim departments and other insurance officials. Their 
suggestions were few but valuable and were satis- 
factorily incorporated, so that the revised text also 
bears the Bureau’s endorsement. This is now in 
print and available for sale at the price of ten cents 
per copy, or one dollar per dozen. 


As evidence of what one leading hospital authority 
thinks of this manual, we are privileged to quote the 
following statement from Dr. S. S. Goldwater, Com- 
missioner of Hospitals in New York City, written 
recently to Dr. French: 


“The Manual of Information for the Use of 
Hospital Executives in the Management of Insur- 
ance Cases,’ through which I have just glanced for 
the first time, seems so orderly in its arrangement, so 
comprehensive, and so clear and succinct in statement, 
that I am sure it will be constantly referred to, and 
I am prompted to send you a word of congratulation 
on what you have accomplished in producing so 
timely and valuable a document.” 


Hospitals which have used the first edition of the 
manuscript have found it extremely valuable and will 
find the second edition even more so, owing to in- 
creased detail of the index and the addition of some 
new material. In the back appears a list of all the 
companies which are members of the National 
Bureau, and it has been very interesting to some of 
us to see the reactions of insurance representatives 
when shown this list and the endorsement by the 
Bureau of the provisions which the manual contains. 


One thousand copies have been ordered for dis- 
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tribution among local agents of the member com- 
panies, so that their representatives will be thus 
advised as to the procedures which their home offices 
have approved. 


The Manual Aids the Superintendent in Under 
standing the Insurance Man’s Problems 


Hospital superintendents studying the manual will 
find that all of the blame for misunderstandings with 
insurance men cannot be placed upon the latter. Many 
of us are ignorant of our responsibilities and do not 
realize the necessity of placing in the hands of the 
company whom we expect to pay the bill, reasonable 
information regarding the risk which it has assumed. 
Insurance companies must be conducted along busi- 
ness lines and cannot be expected to view our bills in 
the light of charity, as we must consider many pa- 
tients brought to our doors. 


In all of our contacts with the insurance authori- 
ties we have found them to be without exception 
broad-minded and humane in their points of view, 
and not in the least unwilling to reimburse the hos- 
pitals for all reasonable and demonstrated costs. In 
fact, they much prefer to pay well for adequate care 
which will, of course, improve end results, than to 





get cheap hospital service with the possibility of 
complications and much greater total payments for 
permanent disabilities. 


When we can see the insurance man’s problem 
from this point of view, it is more likely that he will 
view ours in a similar light. We therefore commend 
to all hospital authorities this manual, not merely for 
study, but as a permanent working instrument which 
should be in the hands of all personnel having to 
deal with the accident patient, with his hospital chart, 
and with the bill which we may render to the one 
financially responsible for his care. 


The New Jersey Hospital Association is sending 
one copy of the manual to each superintendent in the 
State, and the American Hospital Association is do- 
ing the same to the secretary of each State and Re- 
gional Association, hoping that by these means the 
manual will become better known and utilized to the 
greater benefit of all concerned. 


On behalf of the Committee, it is a pleasure to 
testify to the invaluable contribution of Dr. French 
and our debt to him for making possible the “Manual 
of Information for Hospital Executives in the Man- 
agement of Insurance Cases.” 








Interstate Commerce Commission Termi- 
nates Emergency Freight Rates 


The United States Interstate Commerce Commis- 
sion has refused to renew the emergency freight 
rates that expired December 31, 1936. The emer- 
gency charges now in effect for the transportation 
of coal are: When the base freight rate per net ton 
is $0.75 or less—three cents per ton; from $0.76 to 
$1.00 per net ton—five cents per ton; and over $1.00 
per net ton—ten cents per ton. 


Accordingly, hospitals should receive a reduction 
in the price paid per ton for coal beginning January 
1, from three cents to ten cents per ton, according 
to the above schedule. 


Other emergency freight rates likewise expired 
December 31, 1936, effecting a general saving in 
freight charges paid for the carrying of agricultural 


products, meat, and merchandise. 
—_—_—>_—_- 


Convalescent Homes in England 


The United States may well take a leaf out of the 
book of our hospital friends overseas, particularly 
in England, where a much larger and better pro- 
gram for the care of the convalescent patient has 
been developed. 


They are concerned with the hospitalization and 
care of patients after their discharge from the hos- 





pital, and until they have regained their health and 
strength and are able to continue their usual voca- 
tions. They make similar provision for the care of 
the chronic sick. Through the development of their 
convalescent homes, they relieve the hospitals for 
the acutely ill of the necessity of giving care to pa- 
tients who do equally as well in convalescent homes 
of over the frequently long period of convalescence, 
and at a material saving to the patient and to the 
hospital. 


A public-spirited English gentleman, who has given 
the care of the convalescent a great deal of thought, 
has suggested that a convalescent home to accommo- 
date one thousand patients be constructed on the site 
of the Crystal Palace in London. He has offered 
to subscribe $500,000 for this purpose. 


—— 
Jeannette L. Jones 


Jeannette L. Jones, superintendent of the South 
Side Hospital, Pittsburgh, Pa., for twenty-three 
years, died recently from pneumonia after only four 
days illness. Miss Jones was an able and efficient 
executive, loved by all who served with her. She 
was an active member of the American Hospital As- 
sociation since 1916, She was a member of the Penn- 
sylvania State Hospital Association, the Hospital 
Conference of Pittsburgh, and was a Fellow of the 
American College of Hospital Administrators. 





A Review and Summary of a Report on 
Contagious Hospitals in the United 
States and Canada 


CLIFFORD G. GRULEE, M.D., Evanston, Illinois, 
GEORGE F. MUNNS, M.D., Winnetka, Illinois 


7... FOLLOWING Is A resumé of the detailed 
accounts which appeared from time to time in the 
“Journal of Pediatrics” as reports from the Commit- 
tee on Hospitals and Dispensaries of the American 
Academy of Pediatrics. 


One hundred three hospitals received question- 
naires from the committee. From among those re- 
turned eighty-eight were used to compile reports 
which have been published in current issues of the 
“Journal of Pediatrics.”. Fifteen hospitals did not 
reply to the questionnaires in complete enough form 
to warrant their use, or the reply received indicated 
that they could hardly be classified as contagious 
hospitals. They were more of the nature of pest 
houses. 


South of the Ohio river and west of the Missis- 
sippi there are few contagious hospitals. Only six 
questionnaires were received from the former region 
and only twenty-eight from the latter. Twelve of 
the twenty-eight were from California. There are 
several states in each region of the Academy of 
Pediatrics which do not have hospitals for the care 
of contagious diseases and only two cities in all of 
the United States and Canada have more than one 
contagious disease hospital. 


The Medical Staff 


The attending staff, in most instances, is not a full 
time one. Specialties are well represented on the 
attending staff of the hospitals and among the larger 
institutions these men visit at regular intervals. 
Among the others, they are as a rule only on call. 
Patients of many of the hospitals are not under the 
exclusive care of the attending staff. This means 
that their own physician may bring them to the hos- 
pital and care for them there, though he may not 
be a member of the staff. 


Uniformly, these hospitals require the attending 
physician to have an M.D. degree and be in good 
standing in his community. About two-thirds of the 
hospitals employ resident physicians and as a rule 
require them to have at least one year of previous 
hospital experience. There are a few that require 


only an M.D. degree to qualify for that position. 
Generally, one usually thinks of a resident physician 
as an individual who has had at least one and prefer- 
ably more years of previous hospital experience. We 
believe that at least one year of previous hospital 
experience is necessary to enable the average young 
physician to administer efficiently the duties of a 
resident. A contagious hospital which employs a 
physician whose only recommendation is an M.D. 
degree and permits him to assume responsibilities 
that the title implies must certainly have a weak spot 
in the organization at that important point. There 
are, of course, certain small hospitals which at some 
period during the year have very few or no pa- 
tients. This situation would make it extremely 
difficult for them to secure a man of previous experi- 
ence for he would not care to waste his time where 
patients are few, but would seek experience in the 
larger institutions with active year around services. 
About one out of five hospitals employ assistant resi- 
dents and in most instances at least one year of 
previous hospital experience is required in order to 
qualify for this position. Slightly less than half of 
the hospitals employ interns and in most instances 
previous hospital experience is not required. Gen- 
erally, the length of the service is less than six 
months, 


The committee is of the opinion that information 
concerning house officer positions reveals a rather 
serious weakness in the training of the average 
young physician for the practice of general medicine. 
A thorough knowledge of contagious diseases is an 
extremely valuable asset to the general practitioner 
and, as far as that goes, to any other practicing 
physician. Judging by the number of house officer 
positions available in contagious hospitals, we are led 
to conclude that many men probably complete their 
hospital training without adequate contagious train- 
ing and possibly some of them without having ever 
seen more than very few cases of contagious disease. 


Slightly more than one-third of the hospitals (25) 
are connected with medical schools and among a 
slightly larger number, the clinics or ward rounds 
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are available to medical students. In general, it 
might be said that the hospitals which are connected 
with medical schools usually have a superior organ- 
ization and equipment. Fewer than one-half of the 
hospitals have observation wards, cubicles or private 
rooms which might be used for observation purposes. 
Among those hospitals having these facilities, new 
patients are usually retained there until a positive 
diagnosis is made. It would seem that some form 
of isolation unit is essential to any contagious hos- 
pital, and when our figures indicate that more than 
fifty per cent of them do not have this type of unit 
we wonder if perhaps our questions were not clearly 
understood. 


Routing Procedures in Admitting Departments 


Slightly more than two-thirds of the hospitals 
take routine throat cultures for diphtheria on ad- 
mission. Fewer than one-half take them for hem- 
olytic streptococcus and fewer than one-third take 
routine vaginal smears. Routine blood counts are 
done in fewer than one-half of these institutions 
and four-fifths of these hospitals take routine 
urinalyses on admission. Among nine-tenths of 
them, routine histories and physical examinations 
are done. Information was also secured concerning 
routine procedures such as Dick, Schick, Von Pir- 
quet, Mantoux, and Wassermann tests. Most of 
the hospitals perform this latter group of tests only 
when indicated. There were a few in which they 
were routinely performed. We believe that the 
routine procedure of contagious hospitals where pa- 
tients are placed in wards, and particularly is this 
true among children, should at least include throat 
cultures, blood counts, urine analysis and vaginal 
smears and complete history and physical examina- 
tion. Too many of the hospitals which replied to 
this questionnaire omitted one or more of these 
procedures. 


About two-thirds of the hospitals are located in 
rather quiet residential districts; the remainder are 
located in noisy, rather undesirable locations. 
Slightly less than two-thirds of the hospitals are 
small institutions, each having only one or two floors. 
Slightly over one-third of the entire number have 
bed capacities of fifty or less and about the same 
proportion have one hundred or more beds and a 
similar number have a bed capacity between fifty 
and one hundred. Thus, about two-thirds of all the 
hospitals have fewer than one hundred beds and 
hence cannot be classified as large institutions. These 
figures should be kept in mind as additional infor- 
mation concerning various departments of these 
hospitals is revealed. Most of the hospitals have 
wards and about two-fifths of them have all or part 
of their floor capacity in a cubicle system. 
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Among all hospitals there were 4,696 ward beds. 
Hospitals found in regions I and III supplied more 
than four-fifths of the total number. About three- 
fifths of the hospitals accept all types of contagious 
diseases. Some exclude certain types, usually such 
as erysipelas, measles, chicken pox, pertussis, gon- 
orrhea, and syphilis. Surprisingly, two exclude 
diphtheria and several exclude typhoid fever. 
Among the larger hospitals which usually have 
greater facilities for isolation of patients, exclusion 
of certain types of contagious disease is usually un- 
necessary. However, the smaller institutions may 
have less space for individual isolation, their nursing 
facilities are more limited, and it is probably impera- 
tive for them to exclude certain types of disease in 
érder to protect other patients. 


Figures on the total admissions to these hospitals 
reveal only twelve institutions in the entire group 
which had admissions of five thousand or more pa- 
tients in any one or more of three years, 1932, 1933, 
and 1934. Exactly two-thirds of the hospitals did 
not admit over one thousand patients in any one of 
the three years. The percentage of deaths in hos- 
pitals of regions II, III, and IV is about the same 
for the three years, 1932, 1933, and 1934, but was 
almost one-third lower than among the hospitals of 
region I. In fact, during one year, 1933, the per- 
centage was two-thirds less. We are unable to 
account for this marked difference in death rate. 


Practically all hospitals accept both white and 
colored children. In region II, all are segregated ; 
among the hospitals of the other three regions, 
twenty-five segregate white and negro patients. No 
hospital limits the number of negroes which may be 
admitted. There were at least twelve hospitals in 
which all beds are charity beds, but we did not hear 
from all the institutions in regard to this question. 
A large number have from fifty to ninety per cent 
charity beds and probably in less than two per cent 
of the institutions are all the beds strictly pay beds. 
Only thirteen hospitals provide accommodations for 
mothers to stay with their sick children. Most of 
the hospitals in every region are supported entirely 
by county and city funds. Only one institution re- 
ported that it is aided by state funds and no hospital 
derives its entire support from endowment. There 
are a few which are partially supported in that way. 
Only two hospitals receive aid from the community 
chest, but four are entirely supported by private 
contributions. 


The cost per patient per day revealed interesting 
variations. The lowest figure reported was one 
dollar eighty-two cents and the highest six dollars 
fifty-three cents. This rather marked difference in 
cost can be interpreted as you please. A low figure 





may suggest inefficiency, inadequate equipment and 
poor care and food. On the other hand, a high figure 
may also mean inefficiency and needless waste with 
no better food, care, or equipment. Our attempt to 
obtain detailed information concerning supplies, food 
costs, nursing costs, etc., was in most instances un- 
successful. Among the few replies received, there 
was again a great difference in figures. 


The Hospital Personnel 


About three-fifths of the hospitals employ men 
superintendents; the remainder employ women. 
About one-half of the superintendents are physi- 
cians, one-fourth are registered nurses and the 
remainder are lay people. Many of these officers 
are probably well trained and capable, but the com- 
mittee wishes to emphasize a point made in an 
earlier report. We believe that the position of 
superintendent of any hospital, particularly a large 
hospital, requires a thorough preliminary training 
in hospital administration and that the mere posses- 
sion of an M.D. or R.N. degree together with a 
smattering of practical experience is not in itself a 
complete qualification for that position. 


The nursing organization of many hospitals seems 
to be excellent but among a few appears to be de- 
cidedly inadequate. About two-fifths of the hos- 
pitals are affiliated with other hospitals for special 
training of nurses. A somewhat larger number 
offer courses in contagious nursing technique. These 
courses vary in length of time from three weeks to 
three years. The average affiliate course is about 
three months. We doubt that any period of less 
than three months training could be of very much 
value. One-half of the hospitals employ only gradu- 
ate nurses. About two-thirds of the hospitals im- 
munize the nurses to diphtheria and about the same 
number to smallpox. Fewer than one-half immunize 
to scarlet fever and about one-third immunize to 
typhoid fever. Nurses contracted diphtheria in only 
ten hospitals and scarlet fever in only twelve. Only 
one nurse in all of the hospitals contracted small- 
pox. Among about one-fourth of the. hospitals 
nurses contracted other contagious diseases such as 
mumps, measles, poliomyelitis, etc. Among most of 
the hospitals, the total number of nurses who con- 
tracted one of the contagious diseases was small. A 
larger number had scarlet fever. In those instances 
in which immunization is possible it is a most sensible 
routine procedure when applied to individuals in 
constant close contact with contagious disease. We 
believe that all contagious hospitals should afford 
their nurses that protection. 


The information which we received concerning 
the number of nurses on day and night duty, the 


length of their assignments, etc., was generally unsat- 
isfactory, probably because of a misunderstanding 
of the questions asked. We are unable to give accu- 
rate figures concerning this information. In general, 
most of the hospitals seem to have an adequate num- 
ber of nurses on duty at any one time. Among a 
few institutions, the nursing care seemed to be de- 
cidedly inadequate both day and night. As a rule, 
among those replying, a graduate nurse is found in 
charge of the wards both day and night, but many 
did not reply to this question, which makes us won- 
der whether ward supervision in many hospitals is 
not what it should be. 


Figures on cross infection, too, are not as instruc- 
tive as they should be as many hospitals failed to 
reply to this portion of the questionnaire. However, 
what information we have indicates that these infec- 
tions are not uncommon. Measles and scarlet fever 
were the most frequent offenders. Chicken pox was 
also acommon offender. Diphtheria as a cross infec- 
tion was infrequent. It occurred seven times in 
fifty-three hospitals and three of these cases occurred 
in one hospital. Measles and varicella were the only 
diseases that occurred frequently as a cross infection 
in any hospital. Several institutions reported as high 
as forty or more cross infections with these diseases 
within a year. 


Two-thirds of the hospitals have a special operat- 
ing room. Relatively few operations are performed 
in contagious hospitals, but one is curious to know 
what happens when it is necessary to operate upon 
a patient in any of the hospitals (about 30) which 
have no operating room. 


Comparatively few of the hospitals have special 
kitchens for the preparation of infants’ and chil- 


dren’s diets. Some of the larger hospitals have 
them, but they are usually lacking in moderate sized 
or small hospitals. In these small institutions, a 
special diet kitchen may not be practical or necessary. 
However, any hospital having a fair sized, active 
service with children and babies frequent among the 
patients, should have a special kitchen for the prepa- 
ration of their food. Our information indicates that 
diets for both children and adults are not well han- 
dled in several of the hospitals. 


X-ray and Laboratories 


Fewer than one-third of the hospitals have no 
facilities for x-ray work. This means that they have 
neither a department of their own nor is a depart- 
ment in another institution available. Among the 
larger institutions, complete x-ray service is usually 
available. Among the smaller institutions, often it 
is available for only diagnostic purposes. Among 
those institutions which are part of a large general 
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hospital, the x-ray department of that hospital 
usually serves the contagious division. The x-ray 
may not be used relatively as frequently in con- 
tagious work as it is in general medicine, but one 
can think of many instances in which its aid is a 
decided advantage and often the information which 
it may give is essential. Therefore, when we find 
that about thirty-three per cent of contagious hos- 
pitals in this country have no facilities for x-ray 
work, we believe that another marked weakness has 
been revealed. 


Nearly one-third of the hospitals employ a full 
time director of laboratories. This position includes 
supervision of pathological, clinical, bacteriological, 
and serological laboratories. About two-thirds of 
them employ either a full time or a part time direc- 
tor. Laboratory work among about one-third of 
the hospitals is done by the city or state health 
departments or by the laboratory of another hospital. 
More than one-third of the hospitals have a full time 
director of the pathological department and about 
two-thirds of them have either a full time or part 
time director. In many instances, these men are also 
the directors of the laboratories of a general hospital 
of which the contagious hospital is a division and, 
of course, the laboratory work of the contagious hos- 
pital is done in the laboratories of the general 
hospital. 


The percentage of autopsies for all hospitals is a 
little better than fifty. Among the larger institutions 
this percentage will average much higher than this 
figure, but several of the smaller hospitals which 
report few or no autopsies pull the general average 
down considerably. 


Slightly less than one-half of the hospitals have 
full time directors of the clinical laboratory and 
slightly more than one-half, have either a full or 
part time director. More than one-half of the hos- 
pitals employ full time technicians in the clinical 
laboratory and among slightly less than one-half the 
intern performs part of the routine work. 


Many institutions have well equipped laboratories, 
including facilities for blood chemistry work, basal 
metabolism tests, etc. About two-fifths of them have 
facilities for research work. All institutions did not 
reply to this question, but among those who did, 
about ten per cent considered their clinical laboratory 
facilities inadequate. About two-fifths of the hos- 
pitals have full time directors of the bacteriological 
laboratory and two-thirds have either full or part 
time directors. Among about one-third, the intern 
performs some of the laboratory work, usually of a 
routine nature. More than one-half of the hospitals 
employ full time technicians and more than one-half 
keep animals for experimental purposes. About one- 


half have facilities for research work; again, more 
than ten per cent considered their laboratory facil- 
ities inadequate. About two-fifths of the hospitals 
have full time directors of the serological labora- 
tories. Almost one-half have either full or part time 
directors and one-half have full or part time tech- 
nicians. The interns have duties in the serological 
laboratory in only ten hospitals. About two-fifths 
of the hospitals do their own Wassermann tests and 
the same number are equipped for research work. 
Again, about ten per cent or more consider that their 
laboratory facilities are inadequate. About two- 
fifths of the hospitals have facilities for photography 
and almost one-half have an electrocardiograph 
available. 


In general, one might conclude that laboratory 
work in many of the hospitals is not done very com- 
pletely and judging from information from the lab- 
oratories alone we might say, in many instances, this 
work is inadequate. However, we must not lose 
sight of the fact that many of the institutions con- 
cerned in this report are small and that for them 
complete laboratory organization with full time tech- 
nicians would be a prohibitive expense. In most 
instances, these smaller hospitals have access to the 
laboratory of a large institution or to the laboratories 
of the department of health in their respective city 
or county. We are sure that among about ten per 
cent of the hospitals the laboratory facilities are in- 
adequate, for at least that number so replied to that 
section of the questionnaire. 


Trained dieticians are in charge of the diet 
kitchens among about one-half of the hospitals. 
Most of these dieticians seem to have had adequate 
training, while a few have not. In some institutions, 
the patients’ food requirements are left to the tender 
mercies of a cook or maid. At first sight this does 
not seem to be a very satisfactory arrangement, al- 
though there are some cooks to whom we would 
rather trust the gastronomic peculiarities of our pa- 
tients rather than to the cold logic of standard diets. 


In about one-third of the hospitals, standard 
special diets are drawn up by the attending physician 
alone. In about one-fourth, the physician and 
dietician cooperate and among more than one-fourth, 
the dietician alone arranges the diet. In general, the 
diets seem to be well supervised. The larger hospi- 
tals all employ trained dieticians and we suppose that 
among the smaller institutions they cannot afford to 
pay special dieticians unless their work is combined 
with other duties. 


About two-fifths of the hospitals maintain a social 
service department or are served by the social serv- 
ice department of a large general hospital. Almost 
all of these departments have a full-time worker in 
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charge, who in most instances, with the exception 
of two or three, have had special social service train- 
ing. Many of the larger hospitals have more than 
one full-time worker. About two-fifths of the hos- 
pitals investigate all patients that are admitted. 
Among two-thirds of them, this work includes home 
visits. The remainder gain their information solely 
through contact with patients and relatives who visit 
the patient in the hospital. Slightly less than one- 
third of the hospitals take complete social histories 
and almost three-fourths of them file the social his- 
tory with the medical history. Among the remainder 
an abstract is usually filed. About one-third of the 
hospitals investigate the ability of the patient to pay 
for hospital services. 


Less than one-fourth of the hospitals have avail- 
able convalescent homes and about the same number 
have foster homes. Many of the hospitals consider 
their facilities for convalescent care to be inadequate, 
particularly in the case of children. This complaint 
is made not only by hospitals who have no facili- 
ties for convalescent care, but often by those that 
report that they have access to such facilities. In 
general, we are forced to conclude that facilities for 
convalescent care among contagious hospitals needs 
considerable improvement and enlargement. 


Slightly more than one-fourth of the hospitals rou- 
tinely follow-up discharged patients. Usually the 
social service department does this work. Very few 
of the hospitals use volunteer workers. Most of the 
social service departments are supported by hospital 
funds, although there are eight departments in 
Region I which are supported by outside funds. In 
very few hospitals is there a lay committee in charge 
of the social service department. Physicians are 
members of this committee in three instances. Lay 
committees may be valuable aids to the social service 
departments, but certainly no such committee is 
qualified to direct activities of that department, even 
if the committee includes a physician or two. 


During 1934, these hospitals cared for 4,462 cases 
of diphtheria. The average mortality was 7.2 per 
cent. These figures indicate that much remains to 
be accomplished in the campaign for eradication of 
diphtheria. In the same year, 26,246 cases of scarlet 
fever were admitted to these hospitals, a number 
larger than all other contagious diseases admitted to 
the hospitals combined. The average mortality was 
1.45 per cent. With increasing use of preventive 
measures, one should expect to see the first figure 
considerably lower during the next few years and 
with more widespread and intelligent use of new 
forms of treatment, we should also expect to lower 
the mortality rate. Proper use of convalescent 
serum and the Dick serum give us two fairly effec- 


tive weapons of combating this disease. There were 
5,917 cases of measles admitted to these hospitals in 
1934. Region III seemed to suffer an unusually 
violent type for their mortality rate was twice that 
of Region I and more than six times that of Regions 
II and IV. The rates respectively are 6.3 per cent, 
3.1 per cent and 0.96 per cent. About the same 
number of cases of pertussis as of measles were 
cared for in these hospitals. The average mortality 
was 7.9 per cent, provided that the figure for one 
hospital is not included. This particular institution 
in Region IV reported 1,824 cases of pertussis in 
1934 with the remarkably low mortality rate of 1.07 
per cent. The mortality figure of 7.9 per cent should 
emphasize once again that pertussis is one of the 
most dangerous of the contagious diseases. A fac- 
tor in this situation, however, must be that, usually, 
only cases of this disease with complications are hos- 
pitalized. Small-pox, against which we have waged 
a campaign for many years, caused only one death 
among a total of two hundred fifty-six cases admit- 
ted to these hospitals. In Region I, only one case 
was admitted among all the hospitals, and it was a 
fatal case. That figure speaks well for preventive 
work in that region. Region III cannot be so proud 
of its record with fifty-six cases reported. In 
Region II, only four cases were reported, but in 
Region IV, one hundred ninety-seven cases were re- 
ported with about seven-tenths of these being re- 
ported from one hospital (17). Among 4,824 cases 
of chicken pox, the mortality rate averaged 0.3 per 
cent. Among 383 cases of epidemic cerebro-spinal 
meningitis, the average was 43.9 per cent of deaths, 
a rather discouraging figure indeed, but probably 
destined to be lower in the future when recently im- 
proved methods of treatment are more widely used. 


Figures on other contagious diseases reflect out- 
breaks of various epidemics in different parts of the 
country, such as the amoebic dysentery epidemics in 
Illinois, the encephalitis epidemic of Missouri, and 
several cities which experienced outbreaks of typhoid 
fever. More detailed information on these epidemics 
is given in previously published reports. 


Summary and Suggestions 


It is readily seen from this review that the con- 
tagious hospitals of the United States and Canada 
are far from being what they should be. There is 
perhaps some excuse for the lack of x-ray facilities 
in so many, but this can certainly not be urged for 
the inadequacy of their laboratory facilities. These 
criticisms hold true for many of even the larger 
hospitals. It would seem that under the circum- 
stances some other provision for the care of con- 
tagious diseases cases should be made than is at 
present available. 
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Would it not be better in smaller communities for 
the contagious cases to be taken care of in connec- 
tion with some well recognized hospital where gen- 
eral facilities on the care of sick patients are avail- 
able? This could be done by most communities 
without any increase in cost and would certainly re- 
sult in better treatment of the patients. This does 
not visualize the necessity of including these cases 
on a floor of the hospital, but there should be some 
definite physical connection and certainly if it did 
nothing more it would make available nursing care 
and medical attention which is not readily attainable 
in most instances, 


It should be borne in mind that this survey cov- 
ers a comparatively few of the hospitals which are 
designated contagious hospitals. As a matter of 
fact, most of the smaller ones which have been 
eliminated are used simply as places to put a con- 
tagious case where it will not be a danger to the 
community, but without any, or at best inadequate 
care for the patient himself. 

This report completes the review of contagious 
hospitals. May the committee take this opportunity 
to thank all persons in this country and Canada who 
so kindly took the trouble to see that the question- 
naires were filled out and returned to us. 








Construction News 


Construction has started on an addition to the 
nurses’ home at the Union Hospital, Terre Haute, 
Indiana. The new fireproof wing, which will house 
fifty nurses, will cost approximately $50,000. 

oy ea 

The new isolation ward of the Campaign County 
Hospital, Urbana, Illinois, is finished and will be 
ready for service as soon as the equipment is in- 
stalled. 

aemmadinpntps 

The cornerstone has been laid for the new Alton 
Memorial Hospital, Harrisburg, Illinois, for which 
more than one million dollars has been set aside. 
The bulk of the fund came from the family of the 
late William Elliott Smith, founder of the Illinois 
Glass Company. 

helibaiaiiesans 

An expansion of the State Hospital in Lima, Ohio, 
looms as a probability in the near future. A new 
building to be built on the hospital grounds, esti- 
mated to cost between $15,000 and $20,000, has been 
proposed for accommodation of feeble-minded in- 
mates of other state penal institutions. 

eek ne 


A bond issue of $66,000 and a federal grant of 
$54,000 made possible fireproofing and enlarging of 
the Municipal Hospital, Charles City, Iowa. 

‘oiahaebaiiaiciaitia 


Contract has been let for a new four-story hos- 
pital addition at the naval operating base, San Diego, 
California. The new unit will be of reinforced con- 
crete construction and cost $246,230. 

sciatic 


A permit has been issued for the new St. Joseph’s 
Hospital project in Alton, Illinois, the cost estimate 
being set at $325,000. 
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Construction on the Homer G. Phillips Hospital 
for Negroes, St. Louis, Missouri, is expected to be 
finished by the middle of January and patients are 
expected to be accepted about the first of February. 
When completed the entire unit will represent a cost 
of about $3,100,000. 

sede 

Assurance of a federal grant of $27,000, if 
matched by $33,000 from other sources has been 
made by Public Works Administration officials for 
the erection of a new Community Hospital building 
for colored people in Wilmington, North Carolina. 

, ———_—— 

Bonds have been issued by the city of Lancaster, 
Ohio, for the purpose of constructing and equipping 
a laundry plant and necessary improvements for the 
Lancaster Municipal Hospital. 

es 

Excavation work has been started at Moose Lake, 

Minnesota, for the $2,000,000 state hospital for the 


insane. 
———_j>———_—. 


A new wing of brick and concrete in keeping with 
the present structure and costing $146,800 will be 
added to United States Base Hospital No. 48, At- 
lanta, Georgia. The purpose of the addition, accord- 
ing to John M. Slaton, Jr., manager of the U. S. 
Veterans’ Administration Facility, is to give the gov- 
ernment hospital better facilities for treating tumor 
and cancer cases. With the completion of this addi- 
tion the base hospital will handle all such govern- 


ment cases in the southeast. 
—_——_.g———_—. 


The Duke Foundation has contributed $12,500 
toward the cost of the construction of the Gaston 
County negro hospital which will be built in Gas- 
tonia, North Carolina. It is expected that construc- 
tion will start at the beginning of the new year. 





The Fifth Congress of the International 
Hospital Association 


The next International Hospital Congress will 
take place in Paris from July 7’to 13, 1937. It will 
be held in the “Arts and Professions” Building, 9 
bis Avenue d’Iena, quite close to the World Exhi- 
bition which is taking place in Paris during the 
summer of 1937. This building includes a large 
room for plenary sessions, capable of holding 600 
delegates, and four smaller rooms for committee 
meetings. Two large halls will be reserved also for 
members of the Congress between sessions. 


An influential Organizing Committee has been 
formed, under the patronage of the Minister of 
Health, and the services of Monsieur Albert Chene- 
vier, the secretary of the Public Assistance Admin- 
istration at Paris, have been secured as honorary 
secretary of the Congress. Dr. Rene Sand, Dr. W. 
Alter and Monsieur Sarraz-Bournet have consented 
to act along with the committee on behalf of the In- 
ternational Hospital Association. 


The Federation of Hospital Unions of France has 
been entrusted—along with a Commission appointed 
by the Ministry of Public Health—to organize this 
international manifestation, in agreement with the 
Bureau of the International Hospital Association. 
Questions dealing with the program and material 
organization of this Congress are now under con- 
sideration. 


The meetings will be held in Paris, July 7-13, 1937; 
they will be completed by technical visits, more espe- 
cially to the large Paris hospitals, the Cancer Insti- 
tute at Villejuif and the principal establishments con- 
cerned with public health. 


During the Congress, technical and tourist excur- 
sions will be arranged to visit the various regions of 
France. 


The Congressists will have the benefit of appre- 
ciable reductions on French and foreign railways, 
as well as the advantages given by the Exhibition to 
its visitors. From now onwards, the General Sec- 
retariat of the Congress is fixed in Paris, at the 
Offices of the Poor Law Administration (Adminis- 
tration de l’Assistance Publique, 3 Avenue Victoria 
Paris, 4emme arrondissement). 


An interesting and varied program of lectures and 
discussions has been prepared, including French, 
German, Italian and English speakers on the Na- 
tional Planning of Hospital Service. Other subjects 
to be dealt with are: 


1) hospital visiting 

2) the rights of the hospital in regard to case 
histories of patients 

3) general nursing problems 

4) hospital finance and publicity 

5) the hospitalization of mental cases 


Arrangements are being made to organize a visit 
of several days’ duration to the Lyons district for 
the week immediately preceding the Congress. The 
hospitals of Lyons, the sanatoria of the Alps and 
the Hospices of Beaune, whose artistic reputation is 
so well known, would be among those visited. An 
alternative tour in another part of France is also 
under consideration. 


With a graceful gesture, which is characteristically 
French, the regional Hospital Unions composing the 
French Hospital Federation have indicated their wish 
to provide official receptions for foreign delegates at 
the frontier towns through which they will enter 
France to attend the Congress, in order that they 
may receive a welcome as soon as they set foot on 
French soil. This delightful courtesy is a token of 
the thought and consideration which are being given 
by the Federation to all the arrangements they are 
making for the comfort and interest of delegates to 
the Congress. 


During the Congress provision will be made for 
afternoon visits of two kinds, one of a technical na- 
ture, to large hospitals, the Cancer Hospital at Ville- 
juif, etc., and the other of a sight-seeing nature, 
mainly for the benefit of those who accompany the 
members of the Congress but are not themselves 
hospital workers. These visits will be to places of 
general interest in the neighborhood, public build- 
ings, etc. 


After the Congress it is hoped to arrange for one- 
day visits from Paris and back again to parts of 
France within easy distance of the capital (Rheims, 
the wine-vaults of Champagne, etc.) 


Owing to the present variable state of the ex- 
change it has not been possible yet to fix the fee 
for attending the Congress, but a figure of 100 
francs has been suggested. This would entitle vis- 
itors to a very considerable concession in fares on 
all French railways during a period of three months 
and probably also to free entrance into the Paris 
World Exhibition. 

A good attendance at the Congress is expected 
from America and tentative arrangements have al- 
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ready been made with French Steamship Lines to 
run special itineraries which will give overseas vis- 
itors to the Congress an opportunity of seeing other 
parts of France and Europe. A very warm wel- 
come will be given to any delegates who pass through 
the United Kingdom on their way to the Congress 
and arrangements will gladly be made for them to 
visit hospitals and places of interest, if they care to 
notify the General Secretary of the place and date 
of their arrival. 


You are requested to note carefully the date of 
the Congress: July 7 to 13, 1937. 


The president of the International Hospital As- 
sociation and the secretary-general, Mr. Sydney 
Lamb, in cooperation with the Organization Com- 
mission of the Congress, have arranged the follow- 
ing program which will interest hospital people as- 
sembled from all over the world: 


Wednesday, July 7 


Official opening sessions and first ple- 

nary meeting 

1. Speeches and Welcomes 

2. Hospital care of cancer patients, 
Reporter: Professor Roussy, Paris 

3. Discussion 

Sittings of the Study Committees and 

their Sub-Committees as announced by 

their chairmen 

Arranged : 

Joint sitting of Study Committee I and 

Study Committee VI: Hospital care of 

cancer patients 

Private sittings of Executive Committee 

of the I.H.A. 


Thursday, July 8 


Second plenary meeting 

1. The historical development and 
present position of hospitals in 
France 
Reporter: M. 
Narbonne 

. General principles for planning and 
building of French hospitals, 
Reporter: Professor Dujarric de la 
Riviére, Paris 

. The hospital nurse and male nurse 
in France 
Reporter: Dr. Chenevier, Paris 

4. Social-Service in French hospitals 
Reporter: Professor Parisot, Nancy. 

5. Discussion 


Cross-Mayrevielle, 


Afternoon: Visits. 
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Friday, July 9 
Sittings of the Study Committees and their Sub- 
Committees as announced by their ch” 1 7en. 
Arranged : 

9:00 a.m. Combined sitting of Study * nmittees 
VI, with I and II, by invitation of III 
and VIII. 

Subject: The room of the sick in the 
hospital 
Reporter: a) Dr. Frey, Bern; b) Wies- 
mann, Ziirich 
11:30a.m. Joint sitting of Study Committees I, II, 
III, VI, VIII, X. 

Radio in the hospital 
Reporter: Prelate Rekas, Lwow 
Study Committee V. 

Altering Constitution 
Reporter: The Chairman of Study 
Committee on Legal Conditions. (Only 
members of Study Committee V have 
the right to vote, all members of the 
Administrative Committee of the I.H. 
A, who are in possession of a legitima- 
tion, are invited.) 


Saturday, July 10 


Third plenary meeting 
1. National planning in hospital work, 
Reporter: Mr. Sarraz-Bournet, In- 
specteur Général, Paris 
. National and regional systematized 
economy in the hospital 
Reporter: Architect H. Distel, Ham- 
burg 
. National and regional organization 
of the hospital service 
Reporter: Great Britain 
. National and regional affiliation of 
hospital work 
Reporter : Professor Giannini, Roma 
. Discussion 
Session of the Administrative Council 
of the I.H.A. 
Order of day: a) Various, b) Renewal 
of constitution 
Assuming that the new constitution is 
accepted, there will follow immediately 
a general meeting of the new Associa- 
tion 


3:00 p.m. 


Sunday, July 11 


Fourth plenary meeting 
1. The visitor with the patient in the 
hospital 





Reporter: a) Prof. Mouttet, Bern, 
b) a representative of the Social 
Service in Scandinavia 

. The right of the hospital to case 
histories and other documents aris- 
ing out of the care or examination 
of the patient in hospital (films, 
charts, etc.) 
Reporter: Dr. Plank, Nirnberg 

. The general problem of nursing in 
hospital 
Reporter : Great Britain 

Afternoon Visits 


Monday, July 12 


Fifth plenary meeting 

Subject : How can the hospital increase 
its income and lessen its outlay without 
prejudice to the patients? 

Reporter: a) an American, b) Dr. 
Frey, Bern, c) Dr. Uklein, Praha, d) a 
Nurse 

Discussion 

Sittings of Study Committees and their 
Sub-Committees as announced by their 
chairmen 


Tuesday, July 13 


Sixth plenary meeting 

1. Hospital, publicity, 
press 
Reporter: a) an American, b) Prel- 
ate Svoboda, Wien 

. The problem of the hospitalization 

of mental cases 
Reporter: a) an American, b) Pro- 
fessore Griffini, Milano 

3. Discussion 


propaganda, 


3:00 p.m. Seventh plenary meeting 
Reports and resolutions of the Com- 
mittees 


6:00 p.m. Official closing session 


II. General Arrangements for the Congress 


The Headquarters of the Management Commit- 
mittee of the International Hospital Association 
will be during the Congress in a hotel which will 
be announced later. 


. The sessions will commence punctually, and the 
address where they will take place will be notified 
in the number 2, 1937, of NOSOKOMEION. 


. The order of business at the sessions will be: 

a) The President or his permanent representa- 
tive will conduct the plenary sittings. The 
sessions of the Study Committees and Sub- 
Committees will be in the hands of the Chair- 
men. 

The Chairmen have a right to enter into any 
discussion in sittings over which they are pre- 
siding. They can pull up any speaker who 
does not keep to his subject and have power 
to end a discussion. 

The time allotted to a Reporter is 25 minutes, 
and for others in the discussion 5 minutes. 
The Chairmen of the Study Committees can 
demand the final word at plenary sessions, in 
the case of references which fall within the 
purview of their committees and sub-commit- 
tees. In sittings with limited discussion only 
those invited may speak. 

d) Reports and proposals from sub-committees 
can only be laid before the Congress when 
they have been agreed to by the appropriate 
Study Committee. 


. The chairman of Study Committees and their 
sub-committees are requested to announce their 
sittings in the agenda paper for the day, also the 
hour of meeting and probable duration, not later 
than January 15, 1937, to Geh. Rat. Dr. Alter, 
Buschschlag, Hessen, who is preparing the pro- 
gram of the Congress. 


. All other announcements and questions re the 
Congress must be directed to the Fédération Hos- 
pitaliére de France, 3 Avenue Victoria, Paris 
IVe. 


The Congress will have a representative attend- 
ance from the United States and Canada, as well 
as from other countries of North America. Many 
of our hospital people are arranging to participate 
in the Paris Congress. Edward Stevens, Boston, 
Mass., is arranging for the party representing Amer- 
ica to travel as a group, and many interesting fea- 
tures are included in his travel program. The rep- 
resentatives from North America will formally 
present an invitation to the International Hospital 
Association to hold its Sixth Congress in 1939 in 
North America, probably in one of the cities of 
Canada. Dr. Malcolm T. MacEachern, chairman of 
the Committee on Internatinoal Hospital Relations 
of the American Hospital Association, and other 
representatives from the United States and Canada 
have been assigned to prominent places on the pro- 
gram of the Fifth Congress. 
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Sectional Meetings of The American 
College of Surgeons—1937 


D URING 1937 the American College of Surgeons is planning a series of Sectional Meetings as follows: 


Place 
Atlanta, Ga. 


Edmonton, Alta. 


Seattle, Wash. 


Denver, Colo. 


Dates 
February 3-4-5 


Participating States or Provinces 
Georgia, Florida, North Carolina, South 


Headquarters Hotel 
Atlanta Biltmore 


Carolina, Tennessee, Alabama, Missis- 
sippi, Louisiana 


March 24-25 


Alberta, Saskatchewan, Manitoba 
March 31, April 1-2 Washington, Oregon, Idaho, Montana, 


British Columbia 


April 7-8-9 


Colorado, 


Utah, Wyoming, 


Macdonald 
Olympic 


Nebraska, | Cosmopolitan 


Kansas, Oklahoma, New Mexico, Ari- 
zona, Western Texas 


In addition, a fifth meeting is contemplated in Halifax, Nova Scotia, for the maritime provinces of 


Canada, arrangements for which are not yet completed. 


A general outline of the program is as follows: 


A.M. 
8 :00— 9:00 
8 :00— 9:00 
9 :00—12 :00 
10 :00—12 :00 
P.M. 
12:00— 2:00 


2:00— 4:00 


8 :00—10 :00 
8 :00—10 :00 


8 :00—10 :00 
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First Day 


Registration and general informa- 
tion for Fellows of the College, hos- 
pital representatives, and guests 
Inspection of technical and scientific 
exhibits 

Operative and non-operative clinics 
at local hospitals, surgery and the 
surgical specialties 

Hospital conference 


Inspection of technical and scientific 
exhibits 
Medical motion pictures: 
1. General surgery 
2. Eye, ear, nose and throat sur- 
gery 
Hospital conference 
Annual meeting, Fellows of the 
College 
Inspection of technical and scientific 
exhibits 
Medical motion pictures: 
1. General surgery 
2. Eye, ear, nose and throat sur- 
gery 
Scientific meeting, general surgery 
Scientific meeting, eye, ear, nose and 
throat surgery 


Hospital round table conference 


9 :30—12 :00 


Second Day 


Registration and general information 
for Fellows of the College, hospital 
representatives, and guests 


Inspection of technical and scientific 
exhibits 


Operative and non-operative clinics 
at local hospitals, surgery and the 
surgical specialties 


Hospital conference, panel round 
table 


Inspection of technical and scientific 
exhibits 


Hospital conference 
Scientific meeting, general surgery 


Scientific meeting, eye, ear, nose and 
throat surgery 


Inspection of technical and scientific 
exhibits 


Medical motion pictures: 


1. General surgery and eye, ear, 
nose and throat surgery 


Community Health Meeting 





Third Day 


Registration and general information 
for Fellows of the College, hospital 
representatives, and guests 


Inspection of technical and scientific 
exhibits : 
Special clinics at local hospitals: 

(a) Cancer 

(b) Fracture 

(c) Eye, ear, nose and throat 


9:30—12:00 Hospital conference, panel round 
table 
P.M. 


12:00— 1:30 Inspection of technical and scientific 
exhibits 


1:30— 2:30 Medical motion pictures 
1. General surgery 
2. Eye, ear, nose and throat sur- 
gery 
2:00— 4:30 Hospital conference, demonstrations 
2:30— 5:00 Scientific meeting, general surgery 


2:30— 5:00 Scientific meeting, eye, ear, nose and 
throat surgery 


Hospital trustees, superintendents, nurses, depart- 
mental personnel, and all others interested in hos- 
pitals are invited to attend the hospital conference 
which will consist of papers, panel discussions, and 
demonstrations of especial interest to all persons 
associated with the institutional care of patients. 


In order to amplify the clinical programs and to 
broaden the scope of the sectional meetings in gen- 
eral, the duration of these meetings has been ex- 
tended from two to three days, except in instances 
where the section covered is smaller and the clinical 
facilities are more limited. This plan proved a suc- 
cess in 1936, not only in respect to the clinics and 
the scientific programs, but it was more advantageous 
from the standpoint of the technical exhibitors. 


The general program for each sectional meeting 
embraces the following aspects: 


Clinics, Operative and non-operative clinics will 
be held in local hospitals during the mornings of the 
first and second days, and the third morning will be 
devoted chiefly to two major clinics, one on cancer 
and one on fractures. The correlation of operative 
and non-operative clinics will make this part of the 
program of increasing value. 


Scientific Sessions. At each sectional meeting 
there will be three major scientific sessions in gen- 
eral surgery, and three in the specialties of eye, ear, 
nose and throat. The addresses at-each of these 


meetings will be presented chiefly by visiting 
speakers. 


Medical Motion Pictures. Daily, during severa! 
hours, approved medical motion pictures, demon- 
strating surgical diagnosis and technique, will be 
shown. At past meetings this phase of our program 
has proved of great interest. 


Hospital Conferences. The hospital conferences 
will embrace five sessions during the first two days 
of each meeting. These conferences will afford 
opportunity for the presentation of papers and dis- 
cussions, and’ of departmental demonstrations in the 
local hospitals. Current problems will be set forth 
in the discussions. 


Community Health Meetings. In each of the four 
cities a community health meeting will be held on 
the evening of the second day. A program of su- 
perior quality will be arranged for each meeting 
place. Based on experience in the past, the audiences 
will undoubtedly range from two to four thousand. 


Extramural Activities. An extensive series of ar- 
ranged talks will be given in each city to luncheon 
clubs and to business and professional organizations. 
These addresses will deal with the progress of scien- 
tific medicine, prevention of disease, good hospital 
care, and other topics of general interest to the public. 
In addition, speakers will appear before senior high 
schools in each city ; and many radio broadcasts, cov- 
ering fifteen to twenty-minute periods, will be ar- 
ranged in connection with each sectional meeting. 
All of these presentations to the laity will have an 
important effect in arousing the interest of the public 
in scientific medicine, prevention of disease, and the 
institutional care of the sick. 


Annual Meeting. The annual meeting of the Fel- 
lows for the states and provinces represented in each 
section will be held on the afternoon of the first day. 
At this meeting members of the Board of Regents 
and officers of the College will present in brief the 
activities of the organization, after which each state 
or province will elect its officers for the ensuing 
year. 


Scientific Exhibits. Scientific exhibits of activi- 
ties of the American College of Surgeons will in- 
clude bone sarcoma, cancer clinics, medical services 
in industry, fractures, and -hospital standardization. 


Technical Exhibitions, Leading manufacturers 
and dealers in surgical instruments and supplies, 
diagnostic and therapeutic apparatus, pharmaceuti- 
cals, and publishers of medical books will be repre- 
sented by attractive displays in the technical exhi- 
bition of each of the sectional meetings of the 
College. 


HOSPITALS 





The Economical Hospital Plant as a 
Fundamental Factor in Economical 
Hospital Service 
JAMES GOVAN, M.R.A.LC. 


Architect, Toronto, Canada 


7 GENERAL FEELING is that the cost of 
medical services in most hospitals should increase 
rather than diminish; that the cost of expert nursing 
service cannot be reduced to any appreciable extent ; 
and that the cost of food from now on is more likely 
to rise than to drop. It follows, therefore, that 
building costs must be kept down and—what is even 
more important—that the cost of maintaining and 
servicing the building must be very considerably 
reduced. 


The results in the remodeled Toronto Western 
Hospital indicate how some part of maintenance cost 
can be lowered. 


In that hospital the cost of heat, light, and power 
per bed for the past year was $47.00 after the addi- 
tions and remodeling had been completed. Contrast 
that figure of $47.00 with the $96.00 average of 30 
hospitals in New York mentioned in the Report of 
the Committee on Air Conditioning, 1934. When 
the lower mean temperature and the higher price of 
coal in Toronto compared with New York are taken 
into consideration, the Toronto Western Hospital 
cost for heat, light, and power per bed would not 
be more than $40.00 as against the New York hos- 
pitals’ $96.00. For the 500 beds in that Toronto 
hospital, this difference amounts to $28,000.00 per 
year! Put another way, it represents a present day 
2.8 per cent income on an endowment fund of one 
million dollars or over half a million at 5 per cent. 
How many hospital trustees would like to hear now 
of an endowment bequest of a million dollars or even 
half a million ? 


To bring this point into higher relief, let me quote 
a few facts from the last annual report of a well 
endowed hospital in an eastern state: 


Number of beds, 150; annual cost of heat, light, 
and power in round figures, $18,000.00, or $120.00 
per bed. 


As we can show records of $32.00 per bed for 
heat, light, and power at one of our new Canadian 
hospitals of about the same size, under much more 
severe climatic conditions and with a higher cost for 
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fuel per ton, and the Toronto Western Hospital re- 
modeled and added to at $47.00 per bed, it will be 
admitted that the figure of $120.00 per bed is at 
least $70.00 more than it would be with better plant 
and buildings—$70.00 per bed for 150 beds equals 
$10,500.00 per year. 


The hospital report makes a strong appeal for 
more endowment bequests to carry on its good work 
because many of its bond and stock investments 
from previous endowments now produce an income 
of 2.5 per cent to 3 per cent as compared with a 
former 5 per cent. The loss of $10,500.00 per year 
on heat, light, and power represents a loss of in- 
come from $375,000.00 at 2.8 per cent which might 
be inferred from their report as the average income 
from many of their investments. 


While this unusually well supported hospital has 
received possibly between two and three million dol- 
lars in bequests, it would appear from the report 
that they have only had one individual bequest of 
more than the $375,000.00 which represents the capi- 
tal value of their annual waste in heat, light, and 
power at 2.8 per cent. Even in the better times of 
5 per cent.return on investments, an annual excess 
of $10,500.00 for heat, light, and power represents 
in capital $210,000.00 and that would still rank as 
the second-highest endowment amount in the history 
of the institution. 


On the basis of definite results obtained in new 
hospital buildings erected during recent years it can 
be said that the cost for heat, light, and power in a 
new institution of 150 beds in the Eastern States 
should not exceed $35.00 per bed, if the buildings are 
properly planned and constructed. The difference 
between $35.00 and $120.00 per bed for the hospital 
above referred to is $85.00 per bed. For 150 beds 
that difference equals $12,750.00. Even at an aver- 
age of 3.75 per cent that represents the interest on 
$340,000.00 capital. Three hundred forty thousand 
dollars for 150 beds equals $2,266.00 per bed, which 
would go a long way towards replacing a consider- 
able portion of their existing inefficient buildings and 
plant. 





Hospital Waste in Heat, Light, and Power 


I don’t think there is the slighest doubt that in 
the hospitals of this country at least an average of 
$25.00 per bed is being wasted for heat, light, and 
power. For about 500,000 beds in general hospitals 
that means a waste of at least $12,000,000.00 per 
year. At 3 per cent that is the interest on $400,000,- 
000.00 capital, or even at 5 per cent, $240,000,000.00 


capital. 


If, on top of this extravagance, we add the cost of 
cooling unsuitably constructed buildings, this appar- 
ent waste will be rapidly increased because cooling 
costs more than heating ; and yet no one doubts, after 
suffering from excessive heat this past summer, that 
the demand for cooling in hospitals will grow. 


Wasteful, extravagant plans with excess perimeter 
of outside walls, construction methods that are 
neither economical in first cost nor conducive to the 
well being of patients or staff, far too elaborate and 
noisy mechanical equipment—these and dozens of 
other factors affecting capital expenditures and the 
annual budget all indicate where we can expect to 
find some of the money so badly needed to meet the 
inevitable rise in the cost of medical, nursing, and 
dietetic services to the patient. 


The Need for Regional Control of Construction 
Programs 


What can be done to focus more attention on these 
matters? I fully agree that some kind of regional 
control of hospital construction programs would be 
a help and not a hindrance. One hesitates in these 


times to suggest more bureaucratic supervision, and 
yet we cannot be blind to the uneconomic duplication 
of effort and lack of co-operation so plainly evident 
in hospital planning and management. Whole com- 
munities need to be awakened to this senseless drain 
on the total funds available for the care of their sick. 
If one institution spends more than its share, then 
there is just that much less available for others where 
it might be used to better advantage. 


It would certainly help if all plans, data on pro- 
posed construction methods, costs, expected revenue, 
and other factors were submitted by a board con- 
templating extension to a local association or com- 
mittee on which all other hospitals affected were rep- 
resented, and the report of such a committee pub- 
lished in all local papers if its recommendations were 
not acceptable to the sponsors of the hospital sub- 
mitting the proposal. 


Some such procedure would at least have the merit 
of assuring a community that a proposed scheme 
met the formula for successful results laid down in 
this report, viz: “A soundly-conceived, economical 
program, the necessity for which can be demon- 
strated.” 


One suggestion for the illustration of such a 
scheme to the public is that instead of elaborate plans 
and elevations or even fanciful perspective drawings, 
a plaster model of the institution showing grounds 
and all existing buildings with proposed additions 
and changes is much more effective, because very 
few people understand technical drawings even when 
they take enough time to study them. 








Payroll Insurance 


From time to time it might be, well to check and 
to change the procedure followed in handling the 
payroll in a hospital. One may have a perfect sys- 
tem but a perfect system may be a weakness if it is 
so routine that the time and place of the delivery of 
the money can be checked by men who make it their 
business to seize payrolls. 


A policeman assigned to a Philadelphia hospital 
for the five o'clock payroll distribution had not ar- 
rived but three masked bandits were there. These 


men may have been watching for weeks for just such. 


an opportunity. In two or three minutes the ban- 
dits had covered a half-dozen employees with guns, 
seized most of a $4,000 payroll, and escaped. For- 
tunately the hospital carried payroll insurance. The 
only aftermath was the nervous reaction suffered by 
the hospital employees—the cost of being forced to 
look into a gun cannot always be measured. 
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Uneven Distribution of Nurses 
The trained nurses of the United States have an 
arithmetic problem which they cannot solve. The 
problem is set forth in a report of a study of nursing 
service made by Dr. Esther Lucile Brown of the 
Russell Sage Foundation. 


Too many nurses in some places and not nearly 
enough in others is the problem. In Manhattan 
there is one trained nurse for every 234 persons. 
This creates an unemployment problem for the 
nurses. 


In Schoharie County, N. Y., on the other hand, 
there is but one trained nurse for every 5,391 per- 
sons. There is even greater scarity of trained nurses 
in other places. In 26 parishes of Louisiana with a 
total white population of 244,000, not a single active 
graduate nurse could be found. 
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Legal Decisions of Interest to Hospitals 


T HIS IS THE SIXTH of a series of notes upon 
court decisions in the several states, which affect 
hospitals or- where the hospital was a party to the 
litigation. 

Idaho 
Lambing v. Board of County Commissioners of 
Twin Falls County, 45 Idaho 468, 
263 P. 992 (1928) 

The board of county commissioners adopted a 
resolution providing that the Twin Falls County 
General Hospital should be standardized in accord- 
ance with the minimum requirements for standardi- 
zation as promulgated by the American College of 
Surgeons. 

Pursuant to this program, the county board ap- 
proved a resolution which restricted membership on 
the staff to the so-called “regular” school of physi- 
cians and surgeons, and excluded the so-called “ir- 
regulars,’ among them the osteopaths and chiroprac- 
tors. Later, this resolution was rescinded, and the 
restrictions were removed. 


An appeal from the original order having been 
previously taken to the district court, certain “regu- 
lar” physicians filed an intervening petition for the 
purpose of testing the question whether the original 
resolution should stand. 

It appeared that because of certain statutes, the 
county commissioners are invested with exclusive au- 
thority over county hospitals. The only way to 
attack such authority would be to show to the court 
that the county board had abused its discretion in 
its regulation of county hospitals. Here, the inter- 
vening petitioners made no such showing, with the 
result that the order of the county board, removing 
the restrictions, had to stand. 

It is well settled law that boards of trustees of 
hospitals, as well as county boards, may exclude cer- 
tain classes of practitioners. However, there is no 
authority which would compel them to exclude any 
class or classes of practitioners. Consequently, an 
order of a board of trustees, or of a county board, 
admitting certain practitioners to a hospital staff, 
could not be successfully attacked unless there was 
a showing of abuse of discretion, or that the order 
had resulted in some harm to the hospital itself. 

Illinois 
People ex rel Replogle v. Burnham Hospital, 
Replogle v. Burnham Hospital, 71 Ill. App. 
246 (1896) 

These suits were instituted by P. S. Replogle to 
test the right of the board of directors of the Burn- 
ham Hospital to enact by-laws excluding certain 


January, 1937 


classes of practitioners. By one suit the complainant 
sought to compel his admittance to practice in the 
hospital. The other suit was in equity, the com- 
plainant’s bill therein praying that the court should 
order the directors to permit him to treat his pa- 
tients in the hospital. The lower court ruled against 
the petitioner in both cases, and these rulings were 
affirmed upon appeal. 

The board of directors of the hospital had passed 
a by-law to the effect that only those physicians who 
complied with the code of ethics of the American 
Medical Association should be permitted to practice 
in the hospital. 


It appeared from the evidence that Replogle had 
violated the code of ethics by advertising cures, in- 
viting employment, and by advertising as an incor- 
porated sanitarium. Further, the evidence was that 
there were no restrictions upon the powers of the 
board of directors. When such is the fact, then the 
board may enact any by-law, directed to government 
of the hospital, which is reasonable, and which is 
consistent with the general purposes of the corpora- 
tion. The court held that this by-law was reason- 
able and within the power of the board of directors. 
The court said of the petitioner (p. 250): “A phy- 
sician whose only interest in the government of the 
hospital is the hope of gains and profits to arise from 
the practice of his profession therein, is not a bene- 
ficiary of the trust and has no standing in a court 
of law or equity to complain that the government of 
the hospital is such that he does not profit from its 
existence, as he might if other rule or modes were 
adopted for the management of the charity.” 


Galesburg Sanitarium v. Jacobson, 103 Ill. App. 
26 (1902) 

Jacobson sued the sanitarium for personal injuries 
caused by an assault. A judgment was entered upon 
a verdict for $100.00. Upon appeal the judgment 
was affirmed. 

The proof was that the plaintiff had been con- 
fined in the sanitarium because of insanity. While 
there he was upon several occasions assaulted with- 
out justification. 

It was held by the court that no assault upon the 
patient could be justified unless it was necessary to 
control him when he was delirious. Further, the 
court was of opinion that the verdict was not ex- 
cessive. 

Croupp v. Garfield Park Sanitarium, 147 Ill. App. 
7 (1909) 

The plaintiff sued to recover damages for injuries 

said to have been caused by the negligence of de- 
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fendant. A verdict and judgment of not guilty were 
entered in favor of defendant. The judgment was 
affirmed upon appeal. 


Plaintiff was a pay patient, and defendant was a 
hospital conducted for profit. It was shown that 
the plaintiff had been admitted for treatment for 
inflammatory rheumatism. 


The supposed negligence of defendant consisted 
in leaving plaintiff upon a bed pan for half an hour, 
and in permitting a match to get into the bed clothes, 
which became ignited, burning the patient. 


It was the consideration of the court that the 
judgment should stand because it had not been shown 
that the injuries were proximately caused by the 
defendant’s negligence. The court was of opinion 
that there were facts tending to show negligence on 
the part of the defendant, but held that plaintiff had 
not proved that the negligence relied upon by him 
was the direct cause of the injuries. 


In cases of this sort, involving a hospital operated 
for profit, the question upon which liability depends 
is whether the hospital has exercised reasonable care 
to prevent’ injury to the patient. Here, while de- 
fendant was negligent, there was no showing that 
its negligence had directly caused the injury com- 
plained of. 


Armstrong v. Wesley Memorial Hospital, 
170 Ill. App. 81 (1912) 


In this case the plaintiff sued the defendant hos- 
pital in a contract action, alleging that the defendant 
had undertaken, for the sum of $20.00, to give the 
plaintiff certain accommodations in the hospital. The 
plaintiff claimed that these services were not given 
as agreed. There was no allegation that the services 
had been negligently rendered. 


A motion was made on behalf of the defendant to 
instruct the jury that the defendant was not liable 
for injury caused by its negligence. This motion 
was allowed, after which a verdict of not guilty was 
returned, with a judgment upon the verdict. 


The appellate court held that it was error to allow 
the defendant’s motion, since it called for the appli- 
cation of a rule of negligence to a case sounding 
purely in contract. This decision established the 
proposition that a charitable institution could be held 
liable upon its contract. 


Martin v. St. Luke’s Hospital, 195 Ill. App. 
388 (1915) 


Here a judgment was entered that the plaintiff 
should take nothing by his suit, pursuant to a ver- 
dict finding the defendant not guilty. Erickson, the 


patient, fell from a ladder in the passenger station 
of a railroad, receiving a fractured skull. He died 
the next day in the defendant’s hospital. 


This suit was instituted by his administrator upon 
the theory that the defendant, knowing that a sur- 
gical operation was necessary, its superintendent and 
employees “neglected to cause . . . the necessary 
surgical operation to be performed to arrest the 
effect of said injuries . . . and as a result of said 
injuries and the aforesaid neglect to relieve them he 
died.” The administrator sued on behalf of the next 
of kin under the statute which allowed recovery for 
death by wrongful act. 


In construing the statute in question, the court 
held that it contemplated an action for wrongful 
death based upon the direct cause of death, without 
the intervention of any other cause, and that the 
statute clearly did not embrace an action for the 
failure of a defendant to arrest the natural progress 
of death from another cause, such as accidental in- 
juries. By reason of its decision it was not neces- 
sary for the court to pass upon the question whether 
defendant would have been liable upon a showing of 
negligence in the treatment of the case. 


The Sisters of the Third Order of St. Francis v. 
Estate of Frances Guillaume, 
222 Ill. App. 543 (1921) 


St. Francis Hospital presented a claim in the pro- 
bate court, based upon a note for $3,000.00 made by 
deceased pursuant to the terms of a contract between 
deceased and the hospital. The claim was denied, 
and.an appeal was taken to the Circuit Court, where 
the claim was allowed. This action of the Circuit 
Court was affirmed upon further appeal. 


It was shown that the deceased had been suffering 
from cancer for some 12 years, and that she had 
entered into a contract with the hospital for the pur- 
pose of receiving proper care. By the terms of the 
contract she paid $1,000 in advance, and gave her 
note of $3,000. In consideration of this money 
the hospital undertook to care for her for the rest 
of her life, giving her a private room and undertak- 
ing to furnish her board. If the patient wished to 
leave, she was to have the balance of the $4,000 
without interest, after deducting $25.00 per week for 
the time she remained in the hospital. The patient 
died about four days after entering the hospital. 


The court held that this contract was valid, that 
it was not a contract of insurance, nor was it a 
wagering contract. The fact that the patient died 
some four days after entering the hospital did not 
invalidate the contract, for its requirements con- 
tained mutuality as to both parties to the contract. 
Ordinarily, contracts such as these are sustained by 
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the courts. The concern of the court is whether the 
person was unduly influenced to enter into a contract 
of this sort. If it appears that the party contracted 
in full knowledge of the circumstances, then the 
court will generally uphold the agreement. 


Marabia v. Mary Thompson Hospital, 
224 Ill. App. 367 (1922) 


Here the plaintiff appealed from an order grant- 
ing the motion of defendant to vacate and set aside a 
judgment of default which had been entered against 
the defendant. Defendant’s motion set up the fact 
that it was a corporation organized for charitable 
purposes. The case of plaintiff was based upon the 
alleged negligence of defendant, and recovery was 
sought upon the theory that the employer hospital 
was liable for the negligence of its employee. 


The Appellate Court held that an action of this 
kind could not be maintained against a charitable 
institution. The court then considered the question 
whether defendant should have pleaded specially its 
organization as a charitable institution. Upon this 
point the court decided that defendant had not 
waived its defense based upon exemption of char- 
itable institutions by failing to plead it, and that it 
could not waive such right, since its whole character 
partook of the nature of a charitable trust. How- 
ever, the case was taken to the Supreme Court of 
Illinois, and in Marabia v. Mary Thompson Hos- 
pital, 309 Ill. 147 (1923), this court held that the 
defendant was a corporation, could sue and be sued, 
and that if sued, it must properly present any de- 
fenses that it might have to the court. By this deci- 
sion a charitable corporation is required to plead its 
charitable character as much as any other corpora- 
tion must properly plead any defense that it may 
have. In other words, the court will not take ju- 
dicial notice that a certain corporation was organized 
for charitable purposes. 


Hogan v. Chicago Lying-In Hospital and Dis- 
pensary, 247 Ill. App. 331 (1928), Affirmed 
in 335 Ill. 42 (1929) 


These two cases affirm the proposition that a char- 
itable corporation is not liable for the negligence of 
its servants in the performance of their duties in 
carrying on the work of the corporation. 


Southern Surety Co. v. Harrisburg Hospital, 
253 Ill. App. 458 (1929) 


The hospital sued the surety company for hospital 
services which had been rendered to certain em- 
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ployees of a company. The surety company had a 
contract of insurance with the employer of the in- 
jured men. The hospital was held to be entitled to 
recover, and a judgment in its favor was affirmed. 


One of the questions presented to the court had 
to do with the duty of a physician in charge of the 
case, who treats employees for an employer which 
is insured for injuries arising under a workmen’s 
compensation act. Of this duty the court said: “The 
doctor in charge of a case owes a duty to give his 
patient his best efforts and skill in the treatment of 
his disease or injury, and to discharge him from the 
hospital and treatment at the earliest possible time 
that in his judgment would be proper under the cir- 
cumstances ; but it is also his duty to retain a patient 
in charge of the institution and properly treat him 
until such time as in his best judgment he feels that 
the patient should be discharged.” 


Olander v. Johnson, 258 Ill. App. 89 (1930) 


Plaintiff sued to recover damages for personal in- 
juries allegedly caused by the defendant doctor hav- 
ing left a laparotomy sponge in her abdominal cavity. 
Judgment was for the plaintiff. Upon appeal the 
case was reversed and remanded. 


It was shown that the surgeon brought his patient 
to St. Joseph’s Hospital, and that in performing the 
operation he availed himself of the services of the 
operating room staff, none of the members of which 
were in his employ. This staff, in counting the 
sponges, followed the rules set up by those in author- 
ity in the hospital, and the defendant relied upon 
the sponge count as given to him by one of the 
nurses. 


The court was of opinion that the doctor had not 
been negligent, and that it was error to instruct the 
jury in such manner as to ignore the fact that the 
doctor had made a personal examination of the field 
of operation before suturing the incision. 


While the liability of the hospital was not in issue, 
the court treated this question, holding that the hos- 
pital would not be liable for the negligence of those 
assisting in the operation unless the hospital authori- 
ties had failed to exercise reasonable care in select- 
ing the assistants. 


Simon v. Pelouze, 263 Ill. App. 177 (1931) 


This was an action against Pelouze, Harris, Mohr 
and Thompson, as copartners operating the Henrotin 
Hospital, and as trustees and servants of the Chi- 
cago Policlinic, a charitable corporation, to recover 
damages for injuries caused by the fall of an ele- 
vator. Pelouze and Mohr only were made parties 
defendant, the others being dismissed from the suit. 
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A judgment and verdict of $2500 were returned. 
The defendants made motions for directed verdicts 
which were denied. Upon appeal it was held to have 
been error for the trial court to refuse to direct a 
verdict in favor of the defendants. 


In order to recover here the plaintiff had to show 
that the trustees had directed, or controlled the serv- 
ants of the hospital in such way as to become respon- 
sible for the acts of such servants. While the plain- 
tiff showed that the defendants were trustees, she 
did not show that they had been guilty of negli- 
gence. It is the rule that a trustee, or director of a 
corporation is not liable for the negligence of the 
corporation, by its servants, unless it is shown that 
he participated in the negligent act. 


The court also held that the Policlinic, being a 
charitable corporation, was not liable for the negli- 
gence of its servants. It was also shown that the 
Henrotin Hospital yielded a profit. However, since 
this profit was turned back to charitable uses, it made 
no difference on the question of liability. 


Pence v. The West Side Hospital of Chicago, 
265 Ill. App. 560 (1932) 


Plaintiff was a director and vice president of the 
defendant corporation. He sued for the services 
rendered at the request of defendant, as general 
manager. A judgment for the plaintiff was affirmed. 


The court held that plaintiff was entitled to re- 
cover since the evidence showed that his services 
were consented to by the corporation, and since the 
evidence further showed that such services were not 
part of the usual services rendered by plaintiff in his 
capacity as vice president and director. 


People v. Higgins, 15 Ill. 110 (1853) 


It was held in this case that the trustees of the 
Illinois State Asylum had the power to remove the 
medical superintendent for cause, even though his 
tenure of office was certain. 


Washingtonian Home v. City of Chicago, 
157 Ill. 414 (1895) 


The question presented by this case was whether 
the home was a private corporation. The court de- 
cided that, being a private corporation, the home 
could not be the recipient of funds donated by the 
city out of public monies, since a statute prohibited 
municipalities from giving public funds to private 
corporations. 


Parks v. Northwestern University, 
218 Ill. 38 (1905) 


The Supreme Court here held that since North- 
western University was a charitable corporation it 


could not be held liable for the negligence of its 
servants or employees. 


Recent Hospital Cases 


England v. Hospital of The Good Samaritan, 
61 P. (2) 48 (Cal.), 1936 


Plaintiff sought the recovery of a judgment for 
damages for injuries allegedly caused by the negli- 
gence of a nurse in the employ of defendant hos- 
pital. The patient contended that hot water bottles 
had been negligently placed on his leg, resulting in 
third degree burns. Judgment went for the defend- 
ant upon its motion to direct a verdict-in its favor. 
Upon this appeal the judgment was reversed. 


Plaintiff was a pay patient, and had paid the usual 
charges for the services of the hospital. Upon the 
trial evidence was offered for the plaintiff, tending 
to show that the defendant hospital corporation, 
while organized for charitable purposes, was in fact 
operated at a considerable profit. Plaintiff also of- 
fered evidence from which a jury might have found 
that the defendant was negligent in employing the 
nurse who was responsible for the injuries. By 
reason of the action of the trial court in directing a 
verdict for the defendant, the questions whether de- 
fendant was a charitable organization, and whether 
defendant had used due care in hiring the nurse, 
were removed from the consideration of the jury. 
This action of the lower court was clearly erroneous. 


While the rule is general that one accepting the 
benefits of a charitable hospital impliedly exempts 
the hospital from the consequences of the negligent 
acts of its servants, still, if the person who was in- 
jured can show that the defendant was not a chari- 
table institution, then there is no reason for applying 
the rule of exemption, and the plaintiff may recover. 
It seems to be settled law in California that the char- 
ter of a corporation, of itself, does not control upon 
the question whether the corporation is organized 
for charitable purpses. The corporation must not 
only call itself a charity, but it must so conduct its 
business as to be in truth a charitable organization. 


Similarly, ‘a charitable hospital is not to be held 
liable when it has exercised due care in the selection 
of the employee whose negligence is under considera- 
tion by the court. But the plaintiff has a right to 
show, if he can, that the hospital authorities did not 
exercise reasonable care in selecting the particular 
employee, and when the plaintiff offers evidence 
from which a jury might conclude that defendant 
had been negligent in selecting the employee, such 
evidence should not be withdrawn from the jury. 
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Mid-Year Conference of State, Provincial, 
and Regional Hospital Association 
Officers 


FEBRUARY 15 AND 16, 1937 


. ANNUAL MID-YEAR CONFERENCE of the 
of the presidents and secretaries and the chairmen 
of the legislative committees of all state, provincial, 
and regional hospital associations will be held in 
Chicago, February 15 and 16, 1937. The customary 
dinner to the visiting officers will be given by the 
Board of Trustees of the American Hospital Asso- 
ciation. Definite announcement of time and place 
of meetings will be made at a later date. 


Since the inauguration of this conference in 1934, 
it has developed into one of the most important meet- 
ings of the year for the consideration of association 
activities. The 1936 conference was attended by 


representatives of twenty-eight hospital associations, 
whose keen interest in the discussions was evidenced 
by their attendance until the close of the conference. 


Every state, provincial, and regional hospital as- 
sociation should be represented this year. Current 
matters of the greatest importance to hospitals will 
be discussed. In those states or provinces where no 
hospital association exists, if a hospital executive is 
interested either in state legislative matters or in the 
organization of a state or provincial association, and 
if he will write to A. E. Hardgrove, assistant secre- 
tary of the American Hospital Association, final in- 
formation will be sent to him in regard to program, 
time and place. 


The most important subject facing the American 
and sectional hospital associations will have its 
proper place on the program—namely, a progress 
report of the Committee on Membership Structure 
and Association Relations. This committee, jointly 
with the Committee on Constitution and Rules, is 
studying and further revising its preliminary recom- 
mendations, in order to present in its final report to 
the Board of Trustees a proposal that will meet the 
desires of the membership as far as they can be 
ascertained. It is hoped that sufficient progress will 
have been made on the report so that it can be fully 
discussed at the February meeting. It will be 
presented for further discussion at the state, pro- 
vincial, and regional meeting occurring before the 
1937 Convention of the American Hospital Associa- 
tion, in order that everyone may be fully acquainted 
with the recommendations under consideration and 
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prepared to take action at the annual convention 
when the final report is submitted. The progress 
and relationship of our associations are in the mak- 
ing; certainly we should give the report every con- 
sideration. 

At a brief conference held at the annual conven- 
tion in Cleveland, action was taken recommending 
that a model bill be prepared for the purpose of pro- 
viding hospitalization to recipients of old-age pen- 
sions in those states or provinces having old-age 
pension laws; this model bill to be adapted by the 
individual state or provincial associations to fit their 
particular legislative needs, and to be introduced in 
the various state or provincial legislatures meeting 
in 1937. This bill is being prepared and will be 
ready for further discussion at the February confer- 
ence. Provisions of the bill, mechanics of introduc- 
tion, and complete legislative procedure involved will 
be considered. 


There is a growing desire being expressed by in- 
dividual hospitals and hospital associations that the 
employees of hospitals be permitted to receive the 
benefits of federal old-age insurance, as provided 
under Title VIII of the Social Security Act. An 
amendment to the Act would have to be requested of 
and passed by Congress to make this protection 
available to hospital employees. In view of the 
great degree of permanency in hospital employment, 
there appears to be no demand that charitable hos- 
pitals be included under the unemployment compen- 
sation provisions—Title IX—of the Act. This entire 
matter will be a subject for discussion at this con- 
ference. 


This group should consider a more active public 
relations program. The Pennsylvania Hospital Asso- 
ciation, during the preceding year, issued a very 
creditable series of articles regarding hospitals, that 
were widely carried in newspapers throughout their 
state, but little 1s being done by many other asso- 
ciations. Greater efforts must be-made in the edu- 
ciation of the public, not only that they may be 
made acquainted with hospital progress, but also 
that they may be made to realize the needs of hos- 
pitals in order that our associations may receive 
favorable reception when legislation benefiting hos- 
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pitals is proposed. In reviewing state legislation, 
we find that physicians and county medical societies 
still continue to be designated, in a large measure, 
as the public contact in consideration of contracts 
and establishment -of policies affecting hospitals. 
Our state associations, in many instances, apparently 
have failed to make themselves sufficiently well- 
known so as to be recognized as the representatives 
of their member hospitals. Our public relations ac- 
tivities must be given greater attention. 


Two other important topics are the formation of 


local hospital councils and the advancement of Na- 
tional Hospital Day. 





In the general forum to be conducted on state leg- 
islation, such legislation as lien laws, reimburse- 
ment for the care of indigent traffic accident pa- 
tients, state-aid, and the licensing of hospitals will 
undoubtedly be considered. Accordingly, it is urged 
that state, provincial, and regional hospital associa- 
tions be represented as completely as possible by 
their presidents, their secretaries, and by the chair- 
men of their legislative committees, so that each may 
benefit from the experience of the others, and so 
that a coordinated program of association activity 
may be effected. 


Activities of the State and Regional Hospital 
Associations for the Year 1936 


Arkansas Hospital Association 
Regina H. Kaplan, Secretary 


During the year the Arkansas Hospital Association 
has attempted to carry out the policies as endorsed 
and recommended by the American Hospital Asso- 
ciation. 

While we realize we have made progress in some 
of our problems, we also realize we have more and 
probably far more difficult obstacles facing us in the 
coming year, than any we have yet encountered. 

The Association met during spring and fall. One 
meeting was in Hot Springs and the other in Pine 
Bluff. 

Twenty-five hospitals are represented in the Asso- 
ciation. Our dues are five dollars a year for insti- 
tutional memberships and two dollars a year for 
personal memberships. 

The finances of the Association are sound. 

A unanimous resolution was made for minimum 
standards for our hospitals. Part of the resolutions 
as submitted by the committee are as follows: 

“The hospital shall be a separate building and not 
connected with any other business or building and 
must be used for hospital purposes only; there must 
be a qualified surgeon always available who lives 
within the confines of the community in which the 
hospital is located ; there must be a sufficient number 
of nurses to take care of the needs and a sufficient 
number of graduate nurses on the staff; there must 
be an x-ray available and an operator who is capable 
of reading x-ray findings and doing the ordinary 
routine x-ray work; there must be a laboratory with 
a competent laboratory technician attached to the 
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hospital staff; there must be a standard sterilization 
equipment; the operating room must be of modern 
construction and have sufficient instruments and 
equipment to care for the usual general surgery ; the 
hospital must keep accurate patient’s records and a 
filing record room.” 


The committee also stated that they had taken into 
consideration the fact that smaller hospitals of from 
fifteen to twenty-five beds were not in a position 
financially to purchase x-ray equipment and employ 
a technician and recommended that the hospitals in 
this category avail themselves of the services of one 
trained physician who would be qualified to do all 
of these duties in the place of special departments. 
The committee felt this was necessary in order to 
meet with the Minimum Standard as set down. 


The Arkansas Hospital Association has found it 
necessary for the first time in its history to enter into 
politics. One of the most essential questions in con- 
nection with this program will be a proposed bill for 
the Social Security Act to include hospital care for 
the indigents, or as a Relief Bill for the care of the 
indigent sick. 


Through the cooperation of the State Compensa- 
tion office and officers of the WPA a definite under- 
standing was reached and a thorough explanation 
was acquired with reference to what our hospitals 
could expect through and from these departments in 
the care of the indigent hospital case. 


The Association will consider during the year the 
feasibility of affiliation with one of the joint hospital 
groups. 


The Association recommended to the Governor 
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that a member of the Hospital Association be ap- 
pointed to the State Welfare Board. The Governor 
replied that inasmuch as the Committee had already 
been appointed the recommendation of the Hospital 
Association would be considered for the next 
appointment. 


The Hospital Association was represented at the 
Mississippi State Hospital meeting in May. The 
paper presented was “The Value of Accurate Medi- 
cal Records to the Hospital and Hospital Super- 
intendent.” 

Mrs. Bess D. Jenkins, executive secretary of the 
Arkansas Crippled Children’s Society, presented a 
splendid picture of the program for crippled chil- 
dren’s work in Arkansas. She explained in detail 
the necessary procedure for hospitals wishing to 
qualify for this specialty. 

The advantages of a medical social worker in the 
hospital were stressed by Eleanor Cockerill, medical 
social worker at Barnard Free Skin and Cancer 
Clinic at St. Louis, Missouri. Keen interest was 
exhibited by the Association in favor of this service. 
Dr. Vinsonhaler, Dean of the Arkansas Medical 
School, encouraged the hospitals to include a trained 
medical social worker on their staff. 

The question was also raised by hospitals engaging 
“Hospital Aids” for general floor duty as to whether 
or not the Arkansas State Hospital Association could 
not recommend or standardize the educational re- 
quirements of this group of lay workers. The Asso- 
ciation could not at this time consider any part of 
this program but recommended the question be tabled 
for future reference. 

a 
Association of Private Hospitals, Inc. 
Oscar Gottfried, Executive Secretary 


The Association of Private Hospitals, Inc., con- 
sisting of proprietary hospitals in Greater New York, 
is entering its fifth year. The officers are as follows: 
President, Harold Hays, M.D.; vice-president, 
Charles W. Fitch, M.D.; vice-president, Burt D. 
Harrington, M.D.; vice-president, L. E. Amerman, 
M.D.; secretary-treasurer, Herman Reichman; ex- 
ecutive secretary, Oscar Gottfried. Meetings of the 
Association are held every other month on the second 
Tuesday and are preceded by a dinner. Affairs of 
interest to the hospitals are discussed, plans are pro- 
jected and various matters of mutual interest are 
discussed. On alternate months the superintendents 
of the Association hold meetings at which problems 
of particular interest to the superintendents are dis- 
cussed. Ideas are exchanged and any particularly 
desirable piece of information is passed from one su- 
perintendent to the other. Some of the subjects 
which have been discussed are pertinent only to the 
small hospital. 
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All these meetings, both of the Association and of 
the superintendents have been attended by an average 
of ninety per cent of the members. Occasionally 
outstanding people in the hospital field are invited 
to attend the meetings and make addresses. 

Offices of the Association are at 1440 Broadway, 
New York City. The latest move of the Association 
has been to establish a Hospital Board of Trade. 
This is a membership corporation organized under 
the laws of the State of New York and has for its 
objectives the following principles: 

To promote the enactment of legislation favorable 
to hospitals and to obtain changes in present laws 
for the benefit of hospitals; to stimulate a more 
friendly intercourse among hospital executives by 
means of conferences, bulletins and reports; to pre- 
pare and circulate useful and valuable information 
to aid hospitals in the collection of their liability and 
compensation matters through articles prepared by 
experts in the various fields; to collect, arrange and 
supply data to member hospitals as to the reputation 
and financial condition of patients, particularly as to 
outstanding judgments or obligations of patients; to 
publicize the work of its member hospitals through 
existing hospital publications and other media; to 
disseminate information of general interest to hos- 
pitals and which may promote their welfare. 

No fund raising activities are engaged in by the 
Hospital Board of Trade either in its own behalf or 
that of other hospitals. 

As part of its service to member hospitals, the 
Board, with absolutely no charge, will collect all 
delinquent hospital accounts and render the same type 
of assistance offered by collections agencies or “hos- 
pital collection bureaus.” The Hospital Board of 
Trade, Inc., is legally barred from making any profits 
and is maintained and operated by hospitals for their 
sole benefit without paying profits or fees to any 
individuals. Experienced employees handle the 
work of the Board; the good will of the patient is 
retained by considerate, tactful and intelligent meth- 
ods. No legal services will be provided by the Board, 
since it may not practice law any more than any 
other lay agency. 

The Association of Private Hospitals looks for- 
ward with anticipation to 1937 feeling that it will 
continue to expand and develop and become of more 
value to its members as time goes on. 


——————— 
The Colorado Hospital Association 
William S. McNary, Executive Secretary 


The Colorado Hospital Association under the able 
leadership of President Walter G. Christie of the 
Presbyterian Hospital in Denver, enjoyed one of its 
best years in 1936. A very successful innovation 
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was a two day meeting held jointly with the Colo- 
rado State Nurses’ Association and the Colorado 
League of Nursing Education, in April. A total 
combined registration of 501 attended these sessions 
which were featured by addresses by Mary Rob- 
erts, Dr. Malcolm T. MacEachern and Dr. Arthur 
C. Bachmeyer. It was felt that this meeting did 
much to create a friendly feeling of cooperation be- 
tween the three participating organizations through 
joint discussion of our many common problems, 

The Association took a very active part in the de- 
velopment of the hospitalization program for indigent 
crippled children under the Social Security Act in 
cooperation with the Colorado Board of Health. 
Several special meetings of the trustees of the Colo- 
rado Hospital Association were called to consider 
this matter and to discuss with representatives of the 
States Board the proper charges to be made by our 
hospitals for this work. An agreement was reached 
regarding a base rate charge, which was later sup- 
plemented by a complete schedule of rates for x-ray 
laboratory work, casts and physical therapy and 
hydrotherapy treatments. Copies of these rate 
schedules were mailed to all members of the Asso- 
ciation together with a letter stating that these sched- 
ules were submitted as the recommendation of the 
Board of Trustees and inviting the cooperation of 
all hospitals in caring for these worthy cases. These 
rate schedules are to remain in effect until June 30, 
‘1937, at which time they will be subject to renewed 
consideration and revision. 

Our president for 1937 is Dr. Herbert H. Black of 
the Parkview Hospital in Pueblo, a forceful admin- 
istrator, who is laying plans for increasing the use- 
fulness of the Association to the hospitals of Colo- 
rado. Probably the most important single objective 
for the coming year is in the legislative field. Dr. 
John Andrew of the Longmont Colorado Hospital 
has been named chairman of a very strong Legisla- 
tive Committee which will make a determined effort 
to have introduced to the Legislature in January, a 
Hospital Lien Law. In the legislative session two 
years ago during Dr. Andrew’s term as president of 
the Association, two other hospital bills were passed ; 
a Financial Responsibility law for automobile drivers 
and an Imposters law making it illegal to obtain hos- 
pital care and treatment through misrepresentation 
of ability to pay. It is felt that the addition of a 
Hospital Lien law will round out our program of 
legislation to protect our Colorado hospitals from 
many of those who have taken advantage of us in 
the past. 

Another aim of the Association for the coming 
year is the establishment of a working arrangement 
with the Colorado State Board of Health whereby 
The Colorado Hospital Association will be consulted 
before licenses are granted to any new hospitals or 


maternity or convalescent homes in the State of Colo- 
rado. While the Association does not wish to have 
the power to grant or refuse such licenses, it is felt 
that the recommendation of a properly constituted 
committee of The Colorado Hospital Association 
should be very valuable to the State Board of Health 
and to the people of the state in determining the 
necessity and desirability of additional institutions. 

The question of membership is always of great 
importance in our Association as in all other groups. 
Colorado has a large number of very small hospitals 
in small towns throughout the state which we have 
never been able to interest in our State Hospital 
Association. We hope this year by intensive work 
to convince a number of these institutions of their 
need for membership. We feel that the American 
Hospital Association can aid us greatly in holding 
such members by publishing regularly in its maga- 
zine, HOSPITALS an increased amount of material 
for the small hospital. 

The Colorado Hospital Association is looking for- 
ward this year to two important sectional meetings. 
We expect to cooperate with the American College 
of Surgeons in staging the hospital section of their 
meeting in Denver in April and on June 10 and 11, 
we will be hosts to The Midwest Hospital Associa- 
tion’s annual convention at the Broadmoor Hotel in 
Colorado Springs. 

Many of us who are active in Association work 
must frequently feel that much of our work goes 
for naught; that the same few people year after year 
are called on to do the work of the Association 
which should be done by many; that so many worth- 
while projects fail for lack of sufficient interested 
workers; and that possibly in view of these seem- 
ingly insurmountable barriers to progress we might 
just as well forget our hopes and dreams for the 
future and allow the Association to drift on with 
no particular goal in mind and no hope for a united 
stand for the common good. Then when we stop 
and look back on the long hard road over which we 
have come, we realize that our work has not been 
in vain and that our continued efforts will surely 
bring results far beyond our expectations if we are 
willing to keep going and not expect too much too 
quickly. 


a 


Florida Hospital Association 


Fred M. Walker, Executive Secretary 


Under the presidency of Mary Corbitt of the 
Jackson Memorial Hospital, Miami, the Florida Hos- 
pital Association has greatly extended its activities 
during the past year. The Association has experi- 
enced an increase of fifteen per cent in the number 
of its active members. The different committees 
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have been well selected and are engaged in’the work 
assigned to them. 

The Association has accomplished a great deal in 
its relation with other state associations, particularly 
the state medical and the state nursing associations. 
It has stimulated a program of hospital publicity 
throughout the state, through which all of our hos- 
pitals have been greatly benefited. 

It is departing from its usual custom of holding 
its convention in some hospital in Florida and as- 
sisting other state hospital associations of the south- 
eastern states in the planning of a Regional Hospital 
Convention to be held in Atlanta, April 8, 9, 10, 
1937. Special program and exhibition committees 
of the Florida Hospital Association are cooperating 
with similar committees from the Georgia and Ala- 
bama Hospital Associations. 

The Legislative Committee is cooperating with 
similar committees of the state medical and nursing 
organizations in the sponsorship of favorable bills 
which may be introduced at the session of the Florida 
Legislature which convenes April 1, 1937. 

The Florida Hospital Association has maintained 
its station as a geographical section of the American 
Hospital Association during the course of the past 
year, and its representation in the parent organiza- 
tion as a geographical association has been greatly 
appreciated. 

The growth and interest of our hospitals, as well 
as the growth in membership, have been in direct 
proportion to the service which the state association 
is rendering the hospitals in Florida, and its pro- 
gram for the service to render in the future. 


Georgia Hospital Association 
Charles W. Curry, M.D., Secretary 

Early in 1936, a most interesting meeting of the 
Georgia Hospital Association was held at Jackson- 
ville, Florida, in connection with the association from 
that state. The meeting was well attended and a 
splendid program presented. 

During the year the Secretary-Treasurer has en- 
deavored to assist, in every possible manner, the 
hospitals in the state and to enroll each one as a 
member of the Georgia Association. Many of the 
institutions have joined and from this united effort 

led by the officers of the state association—we con- 
fidently look for good results from the year’s activi- 
ties. 

The various committees for the year have been 
active and from time to time meetings have been 
held, contacts made, and enthusiasm generated which 
should result in better days, not only for the asso- 
ciation, but for the hospitals as well. 

Georgia is not as hospital minded as it might be. 
\Ve have allowed our interests within the hospital to 
overshadow the work of educating the public to see 
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the institution as a powerful public service agency. To 
make our people more properly regard both the hos- 
pital and those serving therein requires the coopera- 
tion of all the hospitals in the state. 

Plans have been made for a meeting in Atlanta, 
April 8, 9, 10, in which Alabama and Florida will 
join. From this gathering Georgia expects much 
enthusiasm to come. 

None have worked more diligently than the chair- 
men of the legislative and membership committees, 
and to their efforts and those of the officers who pre- 
sided during the past year we owe whatever success 
the Georgia Hospital Association has attained. 

essibangiibaianiiea 


Hospital Association of Illinois 
Charles A. Lindquist, Secretary 


The Secretary of the Illinois Hospital Association 
is very happy to report that the year 1936 has been 
a successful one for the Association in all respects. 

The Illinois Hospital Association, together with 
the Hospital Associations of the states of Indiana 
and Wisconsin, have sponsored the Tri-State Hos- 
pital Convention for the past few years. Our con- 
vention this year was probably the most outstanding 
which we have had up to the present time, both as 
to programs and attendance. More than two thou- 
sand hospital administrators and other workers reg- 
istered attendance this year. 

We are all very grateful to Dr. Malcolm T. Mac- 
Eachern for the very splendid program which he 
arranged for us, which stimulated this unusually 
large attendance. 


The cooperation of the manufacturers and job- 
bers of hospital equipment, etc., made possible one 
of the most comprehensible displays ever shown at 
a district convention. 

Our Legislative Committee has been very active 
during the past year and, while they have not been 
instrumental in obtaining any definite active legisla- 
tion to be passed this year, they have been laying a 
very good foundation for the coming year. We are 
very hopeful of passage of either a hospital or a 
motor lien act at this session. The committee have 
also been very active in securing for the hospitals 
their portion of the relief funds which have been 
allocated by the Relief Administration. 

Our Association at the present time has a per- 
sonal membership of ninety-three and an institutional 
membership of thirty-five. There are approximately 
one hundred thirty hospitals in Illinois eligible for 
membership, which means that only one-third are 
members. In this connection, we are urging those 
who have not made application to do so at once. We 
are hoping that our membership -will be doubled 
before our annual meeting in May, 1937. 





A meeting of the Board of Trustees will be called 
in January, when a plan for division of the state 
into District Councils will*be submitted to them for 
their consideration. It is felt that this will be for 
the mutual benefit of members of the various dis- 
tricts and also be beneficial in making personal con- 
tact with legislators to help in procuring favorable 
legislation for the Association in the next session of 
the Legislature. 

Present officers of the Association are as follows: 

President—Maurice Dubin, Mount Sinai Hos- 
pital, Chicago 

First Vice- President—Dan Traner, Swedish 
American Hospital, Rockford 

Second Vice-President—Margaret Arnold, Lake 
View Hospital, Danville 

Secretary-Treasurer—Charles A. Lindquist, Sher- 
man Hospital, Elgin 

Board of Trustees—Paul H. Fesler, Wesley Me- 
morial Hospital, Chicago; Dan Traner, Swedish 
American Hospital, Rockford; Mabel W. Binner, 
Children’s Memorial Hospital, Chicago; Charles J. 
Hassenauer, Garfield Park Community Hospital, 
Chicago; H. Robert Haupt, Macon County Tuber- 
culosis Sanitarium, Decatur. 


Indiana Hospital Association 
Albert H. Hahn, Executive Secretary 


Indiana is now geographically divided into four 
sections which form what is known as the Indiana 
Hospital Assembly. The four sections meet quar- 
terly and are fully organized as councils each with a 
chief and a secretary. The chief of each council is 
a member of the Indiana Hospital Association and 
is appointed by the president; so they are definitely 
linked with the state association. The secretary of 
each council is elected by the members. 

The four councils and the chiefs of each are as 
follows: 

Ottawa (Northwest Section)—Edgar Blake, Jr., 
Superintendent, Methodist Hospital, Gary 

Miami (Northeast Section)—E. C. Moeller, Su- 
perintendent, Lutheran Hospital, Ft. Wayne 

Wyandotte (Central Section)—J. B. H. Martin, 
Administrator, University Hospitals, Indianapolis 

Shawnee (Southwest Section)—F. G. Sheffler, 
Assistant Administrator, Union Hospital, Terre 
Haute 

The Indiana Hospital Assembly may be analyzed 
as follows: 
Ottawa Council 32 hospitals 
Miami Council........ 33 hospitals 
Wyandotte Council.... 30 hospitals 3,329 beds 
Shawnee Council 17 hospitals 1,449 beds 

The purpose of the sections is to take the place 


3,527 beds 
2,234 beds 


of hospital councils of which there are very few in 
Indiana. Very few cities have more than one hos- 
pital ; and where there are two, one is often private, 
city or county; and sometimes, one is Catholic, the 
other Protestant. These conditions make it hard to 
get together in our common problems. The four 
sections give the hospital executives in Indiana th: 
opportunity to meet for round table discussions 
which are very helpful. 


The president and executive secretary of the In- 
diana Hospital Association attend all of the sectional 
meetings and this further links the assembly with the 
state association in a very definite way. 


Some very interesting problems have been dis- 
cussed at the meetings this year, including the fol- 
lowing: 

Fire Hazards in a general hospital 

Salaries of employees 

Hospital Records—possession, charge of copy, 
etc. 

Per Diem cost of hospitals 

Legislation in Indiana as it relates to hospitals 
X-Ray fees 

Indigent care and the Trustees 

Shortage of nurses 

Employees and vacations 

Food costs 


In regard to the care of indigents and trustees, 
each council has voted that we charge a minimum of 
$3.00 per day plus extra for township cases. Many 
hospitals were receiving as small a sum as $1.75 a 
day for these cases but now they are receiving the 
$3.00 rate with the other hospitals in their section. 


The legislative work of the Indiana Hospital Asso- 
ciation naturally includes promoting legislation in 
behalf of hospitals; however, we are constantly 
watching for adverse legislation and immediately 
work to kill any bills adverse to hospitals. In the 
last legislature a bill was introduced enacting a law 
that hospital attaches could not refuse visitors to see 
patients at any time—day or night. We thought this 
law was promoted by the cults in our state but after 
a thorough investigation, it was found that it was 
only because an irate legislator who had been refused 
admittance to one of our hospitals wanted to get 
revenge. We succeeded in getting this bill killed in 
the committee before it came to the floor for vote. 


The Indiana Medical Association and Indiana 
Nurses’ Association and other allied groups have 
joined with the Indiana Hospital Association to show 
a united front in behalf of the care of the sick and 
injured in the state of Indiana. These groups un- 
derstand the objective of each individual organiza- 
tion; however, collectively we are united under the 
banner of service to humanity. 
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Iowa Hospital Association 


F. P. G. Lattner, Secretary 


During the past year the concrete results of the 
activities of the Iowa State Hospital Association 
have been few outside of a very definitely worth- 
while convention held in Des Moines in April. This 
convention was held in conjunction with the annual 
meetings of the lowa League of Nursing Education, 
the Iowa State Dietetic Association, and the Iowa 
Record Librarians Association, In attendance with 
us and assisting us in our program were Doctor C. 
W. Munger, president-elect of the American Hos- 
pital Association; Arden E. Hardgrove, assistant 
secretary of the American Hospital Association ; 
A. M. Calvin, secretary of the Minnesota Associa- 
tion and chairman of the Legislative Committee of 
the American Hospital Association; Miss McCown, 
director of Nursing Education in the State of Iowa; 
Doctor William H. Walsh, hospital consultant, Chi- 
. cago, Ill., and Robert E. Neff, University Hospitals, 
Iowa City. 


The program was varied and appreciated by all. 
A new plan was inaugurated in having just one paper 
in a session, the balance of the time being devoted 
to round table discussion. This feature proved very 
beneficial, so that it will be continued in future con- 
ventions. 

We are already planning for our convention next 
spring, which will be held on April 26, 27, 28, in 
Dubuque. We are planning on devoting one ses- 
sion of the convention to a joint meeting with each 
of the allied organizations that hold their conventions 
with us. 

The paramount interest of the members of the 
association at the present time is in proposed legis- 
lation to be introduced at the session of legislature 
which will convene in January. We have definitely 
decided to attempt to have the limitations for med- 
ical care for injured employees covered by Work- 
men’s Compensation Law raised from the present 
limitation of three hundred dollars ($300.00). We 
are also considering the possibility of introducing a 
bill permitting the formation of a non-profit organi- 
zation for handling Group Hospitalization Service 
Plans. At the present time it is necessary to set 
these plans under the mutual insurance laws of the 
state, which laws have some disadvantages we wish 
to overcome. We are also going to watch legislation 
relative to sales tax, as our present bill, which pro- 
vided two per cent tax on all sales to consumers and 
which includes the hospitals, expires in April of next 
year. "There is no question but that an effort will be 
made to renew the legislation. It may be possible 
to effect some exemptions that will be beneficial to 
the hospitals of the state. 


The Iowa Hospital Association is a healthy young- 
ster and it is blessed with the fact that the problems 
of the hospitals of the state are practically common 
to all. Therefore our meetings and contacts and 
interests are state-wide. 

Under the leadership of Ellen E. Standing, Sunny- 
slope Sanitarium, Ottumwa, chairman of the Public 
Relations Committee, we have started publication of 
a state bulletin which we hope will develop into a 
practical medium for exchange of ideas through the 
year. 

The present officers of the Association are: Presi- 
dent, Rev. G. T. Notson, The Methodist Hospital, 
Sioux City; First Vice President, Sister M. Cyril, 
Sacred Heart Hospital, LeMars; Second Vice-Pres- 
ident, Ellen E. Standing, Sunnyslope Sanitarium, 
Ottumwa; Secretary, F. P. G. Lattner, Finley Hos- 
pital, Dubuque; Treasurer, Rev. J. P. Van Horn, 
St. Luke’s Hospital, Cedar Rapids, lowa; Trustees, 
Sister M. Alberta, Mercy Hospital, Council Bluffs ; 
Robert E. Neff, University Hospitals, Iowa City; 
T. P. Sharpnack, Broadlawns Hospital, Des Moines ; 
Sister M. Rose, St. Joseph’s Hospital, Ottumwa ; 
E. M. Hauge, Lutheran Hospital, Fort Dodge; R. A. 
Nettleton, Iowa Methodist Hospital, Des Moines. 


—_—~———— 


The Manitoba Hospital Association 
G. S. Williams, M.D., President 


The Manitoba Hospital Association was organ- 
ized in the year 1920, for the purpose of providing 
means of inter-communication and cooperation be- 
tween the hospitals in Manitoba to promote the effi- 
ciency of all hospitals in the province by establish- 
ing and maintaining improved standards of hospital 
work. During the lifetime of the Association it has 
endeavored to fulfill these purposes through the work 
of its executive and special committees, and through 
the annual conventions whereby all the hospitals are 
brought together to discuss their various scientific 
and administrative problems. 

The Association has not been a large one, due to 
the distribution of the population over scattered 
areas, except for one large metropolitan district. 
The variety and size of the hospital is in accord 
with such distribution. It has not always been pos- 
sible to coordinate the views of the smaller hospitals 
with the larger ones. A major problem has been to 
reconcile the standards necessary in the large metro- 
politan hospital with those which may be possible 
in smaller hospitals serving the scattered areas. It 
has been found by the executive that the principal 
work of the Association is to obtain suitable legis- 
lation for the financial support of the hospitals 
through adequate rates and grants from the Pro- 
vincial Government and from the municipalities. 


January, 1937 111 





These two authorities, under statute, are responsible 
for the payment for hospital care for public ward 
patients unable to pay these rates themselves. The 
difficulties in defining residence qualifications to fix 
responsibility on municipalities has been a constant 
source of trouble. The statutes, however, after 
many amendments, have finally arrived at a fair 
definition as to what constitutes residence. There 
are yet further difficulties in obtaining payment for 
patients, especially those from without the Province 
of Manitoba largely as the result of local crop 
failures. 

The statutory rates for ward patients and the 
Provincial Grant have never covered the cost of hos- 
pital care for public ward patients in the larger 
metropolitan hospitals. During the last few years 
legislation has been introduced unfavorably to hos- 
pitals by further lowering this financial support. The 
Association has strenuously opposed such legislation 
but without success. At present statutory rates are 
quite inadequate to meet the service demands that 
are now required from hospitals. It is the objective 
of the Association to establish the fact that the large 
metropolitan hospitals, with their complex service 
and more specialized work, require more financial 
support than do the smaller country hospitals. It is 
endeavoring to coordinate the efforts of all hospitals 
in Manitoba with a view to establishing a satisfac- 
tory understanding which will receive a united sup- 
port should legislation be introduced towards this 
end. During the coming year no adverse legislation 
is foreseen in corinection with hospital problems and 
we hesitate to re-open the subject under present con- 
ditions as it may lead to more hampering legislation 
or further reduced financial aid. It is, however, the 
aim of the Association to introduce some legislation 
of a more favorable financial type than is at present 
on the statutes if and when conditions are better. 

Other problems that the Association will endeavor 
to deal with are those connected with the better liv- 
ing conditions and educational facilities for nurses 
in our hospitals and it will in all probability have to 
consider in the near future more rigid regulations 
with regard to the nursing curriculum. These may 
necessitate smaller hospitals discontinuing their train- 
ing schools. The Association has also endeavored to 
established better methods of promoting public re- 
lations in order to obtain the interest of the general 
public in our hospitals and to enlist their assistance 
in obtaining more favorable legislation. 

Within recent years many of the problems com- 
mon to all hospitals in Canada have been dealt with 
in a very satisfactory manner through the Canadian 
Hospital Council and this Association feels that this 
Council has been of great assistance to us and to 
all hospitals in Canada in being able to correlate the 
general needs of the Canadian hospitals. 


Massachusetts Hospital Association 
Norman C. Baker, M.D., Secretary 


The Massachusetts Hospital Association was 
formed February 29, 1936. The need of a State 
Association was probably brought more forcibly 
to the attention of the hospital administrators by 
the 1935 Report of the Committee to Adjust Mem- 
bership Regulations of the American Hospital 
Association. 

More recently hospital administrators in the state 
have felt the need of protection and representation 
in legislative matters. For the past number of years a 
few of the larger hospitals of Boston have been in- 
strumental in supporting or opposing legislation af- 
fecting hospitals. Representatives from these Boston 
hospitals could only act for their respective institu- 
tions, however, and the expense of employing counsel 
was borne by these institutions. It was felt desirable 
and necessary that a state organization be formed 
in order that representatives from such an associa- 
tion could speak for all hospitals in the state and 
that the expense of legislative investigation and action 
could be more widely distributed. 

Membership is entirely institutional and so far 
has been limited to hospitals approved by the Ameri- 
can College of Surgeons. The trustees are at the 
present time considering the advisability of extend- 
ing membership to all reputable hospitals in the state, 
listing them as Associate Members. 

It is the plan of the Association to care for 
our local problems and to develop the organization 
according to the requirements or needs of the mem- 
bers, and to promote the effectiveness of hospitals 
in Massachusetts. 

The work of the Masschusetts Hospital Associa- 
tion for the past year has been devoted mainly to 
organization and the setting up of Committees on 
Membership, Information and Legislation. The 
officers and trustees have met four times since Febru- 
ary. At the present time 92 out of 128 of the ap- 
proved hospitals in Massachusetts are members of 
our Association and we are receiving new members 
every day. 

First Annual Meeting of the Association will be 
held at the Hotel Statler, Boston, February 25, 1937. 


Michigan Hospital Association 
Robert G. Greve, Secretary 


The Michigan Hospital Association was organized 
in December, 1919. It has always been an active 
association, but has never grown very large, prob- 
ably for the reason that there are so few hospitals 
in the state large enough to take an interest in such 
an organization. The membership today consists of 
55 institutional members and 42 personal members. 
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No regular bulletin is published, but special mime- 
ographed bulletins are sent out whenever there is 
information of general interest. During the last 
year eight such bulletins were issued to members and 
some of these were sent to non-members as well. 

The annual convention was held at Grand Rapids, 
Michigan, on May 28 and 29, in conjunction with the 
Michigan Dietetic Association and the Association of 
Record Librarians of Michigan. At the regular ses- 
sions there were about 200 present to hear discus- 
sions on many interesting subjects. A large portion 
of the time was set aside for a general round table 
discussion, which proved so popular that it was al- 
most impossible to stop the meeting until long after 
the allotted time had expired. 

On September 30, at the Cleveland convention, a 
special Michigan get-together luncheon was held and 
much enthusiasm was shown. Last year there were 
22 in attendance at a similar luncheon, and this year 
there were 53. 

During the year it was found that two hospitals 
were using their membership in this Association to 
get business. This brought about a change in the 
constitution and by-laws providing for more strict 
regulations and requirements for applicants -for 
membership. 

All hospitals in the state, whether members or not, 
were sent special literature for National Hospital 
Day and were urged to take advantage of that op- 
portunity to familiarize the community with their 
institution. 

The Michigan three per cent sales tax provided 
for exemptions for churches, schools or other edu- 
cational institutions, benevolent, charitable, and sci- 
entific institutions of learning, not operated for 
profit, but no specific exemption was made for hos- 
pitals. Accordingly, hospitals were considered as 
consumers and were obliged to pay the tax on all 
commodities purchased. After many meetings with 
the State Board of Tax Administration, and with 
the help of the Detroit Hospital Council, the exemp- 
tion was finally granted to hospitals operated not for 
profit. 

The state laws provide for hospital care of crip- 
pled and afflicted children at the expense of the 
state, on orders from the Probate Court. The last 
legislature failed to provide sufficient funds for the 
care of these children, so an attempt was made to cut 
the rates to be paid. hospitals far-below the cost of 
the care. Through the efforts of the Association, a 
flat rate of $4.00 per day, covering all services, was 
finally agreed upon. 

The State Legislature will go into session on Janu- 
ary 1, and it is hoped that several bills will be passed 
which will be of special benefit to hospitals. At the 
last session a Hospital Lien Law failed to pass, and 
an effort will again be made to secure passage of 
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such a law. Another bill has been drawn to permit 
the operation of a periodic payment plan for hos- 
pital care. At the last legislative session a special 
fire law was passed which proved to be unfair and 
to be a hardship to hospitals. An effort will be 
made to secure some modification of this law. Dur- 
ing the next year a special effort is also to be made 
to increase the number of personal members. 
secciiaaiadias 


Mid-West Hospital Association 


Florence King, Executive Secretary 


The Mid-West Hospital Association, comprising 
the states of Colorado, Kansas, Missouri and Okla- 
homa, held its tenth annual meeting at Hotel Jeffer- 
son, St. Louis, June 26-27, 1936, with Walter J. 
Grolton as President. At this meeting the following 
officers were elected for the ensuing year: 

President—William S. McNary, University of 
Colorado School of Medicine and Hospitals, Denver 

President-Elect—Dr. J. H. Jennett, Kansas City 
General Hospital No. 1, Kansas City, Missouri 

First Vice-President—T. J. McGinty, Southeast 
Missouri Hospital, Cape Girardeau, Missouri 

Second Vice-President—H. E. Suderrhan, Bethel 
Deaconess Hospital, Newton, Kansas 

The Board of Trustees met in Cleveland, Septem- 
ber 28, to outline plans for the year. It was decided 
to hold the 1937 convention at the Hotel Broadmoor, 
Colorado Springs, Colorado, June 10, 11. To 
stimulate interest between the Mid-West Hospital 
Association and its component states, it was also 
decided to have a representative of the Mid-West 
attend the annual meeting of each of the states com- 
prising the Mid-West Hospital Association. In ac- 
cordance with this decision, T. J. McGinty, first 
vice-president, attended the recent meeting of the 
Oklahoma State Hospital Association and William 
S. McNary, president, represented the Mid-West 
Hospital Association at the Fall meetings of the 
Colorado and Kansas hospital associations. 

With T. J. McGinty as chairman of the Member- 
ship Committee, it is hoped that membership within 
the four states will be greatly increased during the 
coming year. Accomplishments of the past year and 
activities planned for the coming year will be re- 
ported by each of the states comprising the Mid- 
West, since each state conducts its own membership 
campaign and does its legislative and other work: as 
an individual state. 


Minnesota Hospital Association 
A. M. Calvin, Executive Secretary 


The Minnesota Hospital Association, under the 
leadership of Dr. A. F. Branton, superintendent of 
Willmar Hospital, Willmar, Minnesota, and president 
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of the Minnesota Hospital Association, has outlined 
a very active program for the year. Dr. Branton is 
laying great emphasis this year on the committees 
which have been appointed in that their committee 
reports shall be so constructive and of such impor- 
tance that they will embody the main part of the 
activities of our Association during his administra- 
tion. 

The Committee on Economics, of which J. H. 
Mitchell, manager of the Colonial Hospital, Roches- 
ter, Minnesota, is chairman, is securing as part of 
their committee report for the year the following 
information : 

1. The ratio between patients and nurse 

2. The relative laundry costs for small hospitals 

3. Costs of various malpractice and other types 

of insurance 

4. Economic problems affecting the nursing situa- 

tion 
Uniform hospital accounting and methods of 
applying same to hospitals. 

The Insurance Committee, headed by Dr. Peter 
Ward, superintendent of Miller Hospital, St. Paul, 
Minnesota, is securing data and information relative 
to compenstion covering hospital employees and en- 
deavoring to secure a definite statement as to whether 
student nurses are employees or students. This com- 
mittee is holding meetings with the various insurance 
company representatives in order to iron out any 


problems and difficulties that are presented between 
hospitals and insurance companies. 

One of the very active committees this year is the 
Small Hospital Committee, headed by Esther Wolfe, 
superintendent of Hutchinson Community Hospital, 


Hutchinson, Minnesota. Her committee, together 
with the president and officers, is making special trips 
to various parts of Minnesota, holding sectional 
meetings, securing first hand information as to prob- 
lems affecting these various hospitals; bringing in- 
formation to them as to the requirements expected 
of their hospitals ; and stimulating these hospitals to 
secure recognition as soon as possible from the 


American College of Surgeons. Meetings were held 


in Fergus Falls, Duluth, and Wadena. 

On November 20 a testimonial dinner: was given 
in Wadena on behalf of the Wesley Memorial Hos- 
pital, which under the superintendency of Madell 
Motsiff, won the National Award given by the Amer- 
ican Hospital Association for having the best Na- 
tional Hospital Day program of hospitals in com- 
munities of less than fifteen thousand. 

On the way to and from these meetings various 
hospitals were visited by the committee. The result 
of this new innovation in visiting hospitals and hav- 
ing sectional hospital meetings in the state has to 
date been very encouraging and successful and it is 
believed that this means of bringing the State Asso- 
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ciation into the very hospital itself will bring about 
a closer relationship between the hospitals and the 
State Association. It was found, through these mee‘- 
ings, that the rural hospitals are having various prob- 
lems that are different from the problems of hos- 
pitals in industrial areas, and the need for special 
assistance of the State Association is of great im- 
portance to them. 

The Legislative Committee, with A. G. Stasel, 
superintendent of Eitel Hospital, Minneapolis, Min- 
nesota, as chairman, is preparing for the securing of 
the following legislation for the coming year, which 
has been approved by the Board of Directors: 

1. A group hospitalization law, which is not at 

the present time needed to conduct group hos- 
pitalization plans as the Attorney General has 
interpreted our group hospitalization as not 
insurance and is permissible in this state with- 
out the jurisdiction of the State Insurance 
Commission, but this interpretation may be 
termed as insurance by some other Attorney 
General. Therefore it is a primary need to 
secure a definite law regarding same. 
The committee also plans to introduce a bill 
for the licensing of hospitals and also a bill for 
the reimbursement to hospitals for the care of 
indigent persons injured by automobiles. 

This year the Minnesota Hospital Association has 
established its own bulletin called MINNESOTA 
HOSPITALS, which is edited by James Drummond, 
manager of Worrall Hospital, Rochester, Minnesota. 
This publication is issued bi-monthly, and its pur- 
pose mainly is to provide general news and items of 
interest pertaining to our hospitals and their super- 
intendents. 


The Committee on Publicity, headed by Magda- 
lena Rau, superintendent of St. John’s Hospital, 
St. Paul, Minnesota, is carrying on an aggressive 
publicity campaign with the assistance of the Min- 
nesota Hospital Service Association, of which E. A. 
van Steenwyk is the executive secretary. This com- 
mittee plans to provide an understanding attitude 
with the public in relation to the payment of hospital 
bills and appealing to those who are philanthropically 
inclined to provide gifts to hospitals. Twice a month 
information is being prepared through 230 news- 
papers in Minnesota, presenting the hospital problems 
as well as their service to the public during twenty- 
four hours of the day. Forty radio talks have been 
planned, the talks to consist of such subjects as 
“Hospital Costs Not Excessive,” “Hospitals Are 
Keeping Faith with Their Trust,” “Medical Re- 
search Is Being Sponsored by the Hospitals,” and 
“The Relation of Nursing Schools to Hospitals.” 
Their program also consists of pre-legislative pub- 
licity that will acquaint the public with the desire 
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and request of hospitals for proper legislation, as 
well as the preventing of inimical legislation. 

The Nursing Committee, of which Ray Amberg, 
superintendent of the University Hospital, Minne- 
apolis, Minnesota, is chairman, is making a study in 
regard to the shortage of nurses; the name which 
should be given to subsidiary helpers or ward nurses ; 
and general problems of hospitals and nurses. This 
committee is working hand in hand with the Min- 
nesota Nurses Association. 

The Minnesota Hospital Association has found it 
most interesting, as well as educational, to invite the 
various allied organizations to meet with them at 
their convention which will be held in Rochester on 
May 13, 14 and 15, 1937. The following various 
associations will be represented with a prepared pro- 
gram: 

The Minnesota Dietetic Association 

The Minnesota Record Librarians Association 

The Minnesota Physiotherapists Association 

The Minnesota Nurse Anesthetists Association 

The Minnesota Occupational Therapy Society 

The Minnesota Section of the American Associa- 

tion of Medical Social Workers 

The Minnesota Society of Medical Technicians 
It is hoped that at this convention as many as possi- 
ble of the national presidents or national secretaries 
of these allied organizations will be in attendance. 

The officers and directors of the Minnesota Hos- 
pital Association have felt the need of increasing the 
time of the annual convention and this year will be- 
gin its program one-half day earlier, thereby pro- 
viding an additional one-half day and evening so as 
to include the greater program arranged for this 
year, 

One of the chief objectives of the Minnesota Hos- 
pital Association is that of stressing the value of its 
membership in the American Hospital Association. 
This has been foremost in the mind of Dr. Branton 
and he particularly advises every hospital superin- 
tendent and hospital trustee to attend the national 
hospital conventions for their own benefit and edu- 
cation. 

Of great interest among the various hospitals in 
Minnesota, which is evidenced by the many requests 
being made, is group hospitalization. It is the hope 
that some time we may have a state-wide plan of 
group hospitalization. In the meantime, the officers 
and trustees of the Minnesota Hospital Service Asso- 
ciation have offered assistance to the various Min- 
nesota hospitals wishing to develop their own asso- 
ciation. The Minnesota Hospital Association con- 
siders this a good time to re-emphasize the resolution 
passed by the American Hospital Association at its 
last general session, which called attention to the 
hecessity for maintaining the non-profit character of 
such plans wherever they develop. We are advising 


our members that commercial agencies or individuals 

or corporations seeking to out-rate hospital service 

plans for profit have no place in this significant 

American movement and that all hospitals should be 

on their guard against affiliating with any agency that 

will seek to make profit out of such plans. 
——. 


Mississippi State Hospital Association 
Leon S. Lippincott, M.D., Secretary 


Much of the interest of the Mississippi State Hos- 
pital Association this year centers in the working 
out of the new community hospital legislation by 
which $500,000 is provided by the state for the hos- 
pitalization of indigent persons in voluntary hospitals, 
which the Mississippi State Hospital Association and 
the Mississippi State Medical Association have advo- 
cated for several years. The fund is disbursed on 
a per capita basis by counties under the direction of 
the State Hospital Commission, of which Governor 
Hugh White is chairman, and the other members 
are Dr. J. Gould Gardner, Columbia, vice-chairman ; 
Hon. Thomas L. Bailey, Meridian; Dr. E. R. Nobles, 
Rosedale; and Dr. J. Rice Williams, Houston. Dr. 
Leon S. Lippincott, Vicksburg, is secretary. 

By the new law, hospitals that qualify are allowed 
not to exceed $2.50 per day, $7.50 for major oper- 
ating room expense and $2.50 for minor operating 
room expense. No provision is made for medical 
care, which is being furnished gratis by the physi- 
cians of the state. Thus far 41 hospitals have been 
declared eligible to care for charity patients under 
this law. 

Patients can only be admitted on the certificate of 
a physician and two other citizens of the county in 
which he resides and local boards of trustees are 
charged with the duty of seeing that the benefits of 
the act apply only to persons who have been bona 
fide residents of the state for six months and who 
are unable to provide for their own care. 

Monthly reports from hospitals and local boards 
of trustees are required and consolidated records of 
diagnoses, surgical operations, and results of treat- 
ment are being kept. 

The plan is new, there are no precedents to fol- 
low, and many minor unforeseen problems have 
arisen, but it is believed that the plan is good and 
has already gone far to solve the problem of hos- 
pitalization of the indigent sick in Mississippi. It 
will work. 

The Association is particularly interested in the 
development of a plan for hospitalization insurance 
applicable to conditions in Mississippi, which is es- 
sentially a rural state. Most forms of hospitalization 
insurance thus far advocated and proved successful 
have dealt with groups in large cities. In Missis- 
sippi it seems necessary to deal with individuals and 
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any’ plan should have the full cooperation.and sup- 
port of the medical profession. A committee of the 
association has promised a plan before the next an- 
nual meeting. 

Cooperative purchasing of staple hospital supplies 
is receiving study and it is believed will prove of 
real value to member hospitals. 

At a called meeting of the association in Vicks- 
burg, November 6, the activities of the various 
standing and special committees were outlined and 
discussed. 

The next annual meeting of the association will 
be held in Meridian, May 10, 1937. 

OFFICERS, 1936-1937 
President—A. M. McCarthy, M.D., Electric Mills 
Vice-President—A. Street, M.D., Vicksburg 
Secretary-Treasurer—Leon S. Lippincott, M.D.. 

Vicksburg 

Board of Directors—The three above officers and 
H. A. Gamble, M.D., Greenville; V. B. Philpot, 
M.D., Houston 


Missouri Hospital Association 
Florence King, Executive Secretary 


The Missouri Hospital Association held its Fif- 
teenth Annual Meeting in St. Louis at Hotel Jef- 
ferson, St.Louis, June 25, 1936, at which the fol- 
lowing officers were elected: 


President—L. C. Austin, Menorah Hospital, Kan- 


sas City 

‘ Vice-President—Estelle Claiborne, St. Louis Chil- 
dren’s Hospital, St. Louis 

- Treasurer—Laura A. Hornback, Pike County 
Hospital, Louisiana 

Executive-Secretary—Florence King, Jewish Hos- 
pital, St. Louis 
* The association held a breakfast meeting in Cleve- 
land at Hotel Statler, September 29, 1936, at which 
plans for the coming year were formulated. 

During the past year the Missouri Hospital Asso- 
ciation has concentrated its efforts on obtaining new 
members and has added twenty-three new active 
members to its roster. 

The objective for the coming year is the passage 
of laws that will be beneficial to all the hospitals in 
the state. The Legislative Committee, headed by 
E. Muriel Anscombe as chairman, is at present plan- 
ning a legislative campaign and it is hoped that dur- 
ing the coming session of the Missouri State Legis- 
lature at least two such laws will be passed. With 
this in view, the association expects to hold its next 
meeting in Jefferson City during the convening of 
the State Legislature, early in 1937. The Missouri 
Dietetic Association and the Missouri State Associa- 
tion of Nurse Anesthetists have been invited to hold 
their meetings at the same time and place. 


The National Methodist Hospitals, 
Homes and Deaconess Association 


Guy M. Hanner, Secretary 


The National Methodist Hospitals, Homes and 
Deaconess Association was organized for the benefit 
of all Methodist Episcopal Church institutions. Every 
Methodist Church institution under the direction of 
the Board of Hospitals, Homes and Deaconess Work 
of the Methodist Episcopal Church is a member of 
this Association. At present this Board has under 
its direction seventy-three hospitals, forty-five homes 
for the aged, forty-three homes for children, twenty- 
five homes for business girls and young men, eleven 
Deaconess Schools and forty-five Deaconess Homes. 

The officers of the Association meet three times a 
year and the annual convention is held in February 


’ of each year. There is usually from two-hundred 


fifty to three hundred present at these conventions. 
The 1937 Convention is to be held in the City of 
Cincinnati at the Sinton Hotel, February 17, 18 
and 19, 


At the annual convention Round Table discussions 
take up a large part of the program and these have 
proven to be very interesting and helpful as Round 
Table discussions usually are. At the banquet and 
at other times during the convention addresses are 
given by outstanding speakers. An annual report is 
printed giving a resume of all addresses as well as 
committee reports. 


This Association has been of great benefit to the 
Methodist Church institutions through not only its 
annual convention but through bulletins and other 
information which is sent out regularly. It has en- 
deavored to help standardize wages, working hours, 
nursing school entrance requirements, as well as dis- 
counts given to members of the medical profession 
and clergymen. It is impossible to completely stand- 
ardize these things but minimum requirements, 
wages, etc., have been set by various institutions and 
this has been due largely to the work of the Asso- 
ciation, its officers and members. 


The officers are: 

President—Albert Z. Mann, Dean, International 
Y.M.C.A. College, Springfield, Mass. 

Vice President— Harry Hess, Superintendent, 
Nebraska Methodist Hospital, Omaha, Nebraska 


Secretary — Guy M. Hanner, Superintendent, 
Beth-El General Hospital, Colorado Springs, Colo- 
rado 

Treasurer — Ethel Glandon, Superintendent, 
Mason Deaconess Home and Baby Fold, Normal, 
Illinois 
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Long ago, it became evident to us that we were efter | fo. a Daisnascesdaidieect abet conchbont 
J / mi as these in our new home. you 


going to have to move . . . sooner or later. Da, -nmsutie tn ae 


hospital but food and drugs 


You were crowding us more than we like to 
be crowded ... forcing us to adapt restricted 
space to steady, unrestricted growth. We need- 
ed more “latitude” and “longitude”; wider vistas 
within our four walls; greater ease in doing 
what must be done; greater peace of mind in 
knowing that Will Ross service would not be 
found suddenly inadequate ... ever! 


} 
A glimpse of our new garment | 


plant. Will Ross quality finds its 


Twenty-four-hour shipping service has always saccaiiian wal conpii AABY wore. 
been the order of the day — for all orders, 
large or small; from all customers, large or small. 


Moving a manufacturing plant, warehouse, and 

offices is rather a formidable project ...a 

matter for careful deliberation and planning 

. . - so that there might be no disruption of 

orderly routine, no loss of service to customers. i ¥ ‘ 

We took ample time to figure it all out... oe ee ee a sacs peut tishoe 


ly processes assure speed 


® ef 4 
in advance. a : B i i a ds. oe ‘ | and accuracy in shipping 


Today we are in our new, spacious, sunny 
quarters ... better equipped than ever to con- 
tinue the kind of service for which the name 
“Will Ross” is a synonym. No one knew we 
had moved — except those of us who took part 
in this major adventure of a business lifetime! 
You are going to benefit as the years roll by: 
... we have benfited already! dike each sorci geome 


Yes ... you made us move... and we are 
glad you did! 





WILL ROSS, Inc. 20. wisconsin 


Manufacturers and Wholesale Distributors of Hospital Supplies 
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Nebraska Forms a State Hospital 
Association 

At the call of the Omaha Hospital Council, trus- 
tees, administrators, and other representatives of the 
hospitals of Nebraska met in Omaha, December 9, 
1936, to consider the formation of a state hospital 
association and certain legislative matters. Francis 
J. Bath, president of the Omaha Hospital Council, 
presided. ; 

Reverend H. E. Hess, superintendent of the Meth- 
odist Episcopal Hospital of Omaha, presented the 
proposed legislation to create a fund out of the auto- 
mobile license tag fees with which to reimburse hos- 
pitals for the care of indigents injured in motor 
vehicle accidents. Mr. Hess showed the losses being 
sustained by the Nebraska hospitals and outlined the 
need for this legislation, which is patterned after the 
Ohio act for this same purpose. 

The purposes and functions of a state hospital 
association were discussed by A. E. Hardgrove, as- 
sistant secretary of the American Hospital Associa- 
tion. Mr. Hardgrove also discussed the legislation 
proposed by Mr. Hess and the experience of Ohio 
hospitals with their present law. 

The achievements and objectives of the Iowa Hos- 
pital Association were presented by its president, 
Reverend G. T. Notson, superintendent of the Meth- 
odist Hospital of Sioux City. Mr. Notson made a 
strong plea covering the necessity for and advantages 
of state organization. 

A resolution was presented approving the organi- 
zation of a Nebraska Hospital Association, and 
authorizing the election of temporary officers to com- 
plete such organization. The resolution was unani- 
mously adopted and a nominating committee ap- 
pointed. 

The final subject on the program was the “Present 
Trends in Nursing Education,” which was presented 
by Carol L. Martin, state director of nursing educa- 
tion. 

There then ensued an open discussion of the pro- 
posed traffic accident bill and other matters of state 
interest. Upon report of the nominating committee 
the following temporary officers were elected: Presi- 
dent, Francis J. Bath, St. Joseph’s Hospital, Omaha ; 
president-elect, Mrs. Gladys G. Smits, Lincoln Gen- 
eral Hospital, Lincoln; and secretary-treasurer, Dr. 
Francis J. Bean, University Hospital, Omaha. The 
President was authorized to appoint the necessary 
committees to complete the organization of the state 
association. 

a ee 
New Jersey Hospital Association 
Rev. John G. Martin, Executive Secretary 


The New Jersey Hospital Association has taken 
advantage of every opportunity to increase friendly 
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and sympathetic relations among the various profes- 
sional groups concerned with hospitalization. Fo: 
several years the technical societies have taken par: 
in the Hospital Association programs and have heli 
their meetings in conjunction with the hospital con 
ventions. 


The 1936 convention was devoted largely to pro- 
grams designed to have others tell us what they 
think of us and we were duly instructed. One whok 
session was given over to a symposium entitled, “On 
Whom Should the Responsibility Rest to Determine 
Hospital Community Policies?” The president otf 
one of our hospitals, the Paterson General, Wil- 
liam A. Sumner, counsellor-at-law, presented the 
case for the trustees. He brought out the fact that 
as the trustees come from the community and reflect 
their will it is in reality the community itself, func- 
tioning through the board, that determines the hos- 
pital policies. 


The president of the State Medical Society, Dr. 
Spencer T. Snedecor, spoke for the physician, charg- 
ing the hospitals with lack of consideration for the 
importance of the medical staff. He resented the 
public impression that medical services are included 
as hospital services even to the extent that some 
people believe physicians to be on the hospital pay- 
roll. He suggested that closer relationships be de- 
veloped between trustees, administrators, and med- 
ical staff and that patients be informed more clearly 
as to the physician’s generous contribution of pro- 
fessional service to hospitals and their indigent pa- 
tients. 


Dr. Snedecor urged the formation of independent 
credit bureaus to analyze the financial standing of 
patients to prevent abuses of hospital privileges on 
the part of ineligibles. In Newark the Welfare Fed- 
eration is studying the formation of a central ad- 
mitting bureau to carry out this function as well as 
to provide means for installment payments for the 
low bracket groups of patients. 


The case for the administrator was presented by 
Dr. C. W. Munger, president of the American Hos- 
pital Association and director Grasslands Hospital, 
Valhalla, N. Y. He recommended a complete and 
frank coordination between the trustees, medical 
staff, the hospital administration, and the public, 
pointing out that the formation of policies and rules 
by those combined groups would win the confidence 
of all. He advised the use of qualified consultants 
in particular cases of difficulty and suggested a word 
of warning that the newly arrived administrator does 
well to guard against acting hurriedly in making 
radical changes. 


Charles Neergaard, hospital consultant of New 
York City, closed the discussion with a plea to keep 
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.... a job youd love.... where you'd smile and whistle and 
sing and draw great, deep, unbelieving breaths. 


You've lived in a job like that, or you’ve dreamed 


of having a job like that, we know! .. 
you haven’t one just like it now. . 
around the corner. 


. and if 


. it is just 


You can have it if you'll make up your mind 
and will that you’d be worth it, that it would be 
worth all that you could ever put into it. 


All over America there are hospitals and schools 
and public and private institutions and even in- 
dividuals . . . who have jobs for you that you’d 
love ... where you’d smile and whistle and sing 
and draw great, deep, unbelieving breaths. 


If you haven’t a job like that, and if you deserve 
it, we'll help you to find it. 


If you have jobs to give, and if you want people 
to fill them who are fine and smart and able and 
eager, we'll find those workers for you. 


Around the corner, is the job you’d love, and 
smile over, and lick . . . around the corner is the 
employee who'd give you great peace of mind. 


Ask us for people like that; ask us for jobs like 
that; we probably have them listed now; the 
right jobs for real people; the right people for 
your fine jobs. These tasks are our great business. 


The MEDICAL BUREAU 


55 E. Washington Street 
The top floor of the tower of the Pittsfield Building 


CHICAGO, ILLINOIS 
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the public adequately informed of the work and 
worth of the hospital in its community. 


Another session featured a symposium on “A Crit- 
ical Analysis of Hospitals Today.” A sociologist, 
Dr. Francis Browne, Ph.D., of New York Univer- 
sity, definitely criticized hospitals for holding aloof 
from other institutions. Their follow-up work is 
inadequate. They lay too much emphasis on pro- 
fessional ethics and fail to take advantage of their 
excellent opportunities to educate patients in health 
matters. Hospitals fail to meet the needs of the 
entire populace and have not yet learned how to care 
for the indigent without branding them as paupers. 

From the point of view of religion, Rev. Lloyd 
Foster, D.D., of Calvary Methodist Church, East 
Orange, indicated the historical connections of the 
church and suggested ways by which religion might 
be more helpful in the present day hospital. Spir- 
itual comfort is of major importance. The minister 
is in excellent position to act as a mediator and can 
facilitate adjustments and correct misunderstand- 
ings on the part of patients who confide in him. His 
paramount contribution would be to assist in the 
emotional as well as spiritual adjustments. 


Dr. Stephen P. Jewett, attending neuro-psychia- 
trist of New York Medical College, speaking of 
mental hygiene, noted the importance of counteract- 
ing fears of the patient by securing full information 
of his social environment and insisting that the whole 
hospital personnel be instructed to focus their several 
functions upon the patient’s recovery. 

Public health was presented ably by Professor 
Haven Emerson, M.D., of Columbia University and 
economics by Hon. William J. Ellis, commissioner, 
Department of Institutions and Agencies of New 
Jersey. F. Stanley Howe, superintendent of Orange 
Memorial Hospital, presented an excellent summary. 

The new president of the New Jersey Hospital 
Association, Edgar C. Hayhow, superintendent of 
Paterson General Hospital, is engaged upon a sys- 
tematic effort to coordinate the activities of the State 
Medical Society, the State Nurses’ Association, the 
State Hospital Association and the Hospital Boards 
of Trustees. Meetings have begun with auspicious 
indications. 

The Autumn meeting of the Hospital Association 
was devoted to Social Security legislation and Hon. 
William L. Dill, director of the Social Security Com- 
mission in this district, presented in a masterful 
manner the law as it affects, or rather as it exempts, 
charitable hospitals. 

A resolution was passed directing officers of the 
Association to present to the American Hospital As- 
sociation a proposal that efforts be made to have 
the Federal Law amended so as to include hospitals 
in its benefits. It was pointed out that employees 


of hospitals need old age pensions and that partici 
pation in the Federal Social Security program woul:! 
provide pensions at the lowest possible cost. |: 
would not be surprising to find hospitals facing diffi- 
culties in securing employees when they know that 
they forfeit their pension privileges while working 
for a hospital. If such a condition occurs the hos- 
pitals will no doubt be called upon to pay higher 
wages to make up for lack of pension privileges. 
They would thus be paying the equivalent of the tax 
without securing the benefits for their employees. 

Upon reflection it is seen to be contrary to hu- 
manitarian principles for which hospitals have al-— 
ways stood, to deny their own workers the benefits 
in old age which they commend for others. The 
additional tax which would be required for inclusion 
in the Social Security program is comparatively 
small. It is less than hospitals have experienced in 
past years by price inflation and by pay-roll increases 
that were necessitated by shortage of help. Hos- 
pitals should face the situation and weigh carefully 
the cost both of inclusion and exclusion and com- 
pare them with the benefits and disadvantages of the 
two courses of action. 


New Jersey believes that hospitals should have the 
advantages of the program and should prepare them- 
selves to pay the necessary cost. 

Several changes in the list of officers were made. 
Miss Eleanor E. Hamilton, superintendent of Pres- 
byterian Hospital, Newark, was made _ president- 
elect in the place of James R. Mays, resigned, who 
has recently become superintendent of Abington 
Hospital, Abington, Pa. 

Edward Guion, M.D., director of Atlantic County 
Hospital, was elected vice president, succeeding Miss 
Hamilton. 

Fred W. Heffinger, superintendent of Mercer Hos- 
pital, Trenton, N. J., was elected executive secre- 
tary, succeeding the Rev. John G. Martin, who re- 
signed that office. 

sunsedsitiiigteaiieat 


Hospital Association of New York State 


Carl P. Wright, Executive Secretary 


The Hospital Association of New York State at- 
tained one objective in 1936—the enactment of the 
Parsons-Byrne Lien Law—after five years of con- 
tinued effort. This was the only legislation spon- 
sored by the Association at the last session. 

Our Legislative Committee was successful, how- 
ever, in killing several proposed measures which 
were, in our judgment, inimical to the interest of the 
hospitals and, in turn, to the public, the real owners 
of our voluntary institutions. 

At the present moment we have not decided on 
any specific legislation to sponsor at the next session 
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“DISCIPLIMt: 


establishment of bowel discipline. Because 


“Discipline is the development of the facul- 
ties by instruction and exercise.” When 
functions such as habit time of bowel move- 
ment are neglected through lack of dis- 
cipline or intelligence, they require careful 
training to restore them to a normal state. 

Petrolagar has proved to be an agree- 


able and effective means of assisting in the 


Petrolagar mixes intimately with the bowel 
contents, it increases the bulk in the stool 
to a soft mass which is easily passed. 

Petrolagar is prepared in five types — 
providing the doctor with a variation of 
treatment to suit the individual patient. 


Petrolagar Laboratories, Inc., Chicago, Ill. 


Petrolagar is a mechanical emulsion of pure liquid petrolatum (65% by volume) and aqar-agar. Accepted by 


the Council on Pharmacy and Chemistry of the American Medical Association for the treatment of constipation. 


Petrolagat 
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of our legislature. We shall continue to be ready 
to use every effort to protect our hospitals against 
any attempts to curtail their services to the com- 
munity or to thwart their purposes by unfair legis- 
lation. 

This year, our President, E. G. McKay of the 
Arnot-Ogden Memorial Hospital of Elmira, has 
added a very important committee to our list to be 
known as the Public Relations Committee. This 
group, working in close contact with our Legisiative 
Committee and the Board of Trustees, will endeavor 
to coordinate our efforts with medical and nursing 
organizations in our common problems. We feel 
that this is a very definite forward step in organiza- 
tion. 

Our Association has been very fortunate in be- 
ing able to retain the greater portion of committee 
personnel from year to year, thereby, insuring a con- 
tinuity of well directed effort for the benefit of our 
membership. . 

Apparently this has been appreciated as evidenced 
by the steady growth of our Association. Starting 
January 1, 1937, we are confining our Institutional 
and Active membership to the voluntary hospitals 
or comparable tax supported institutions. 


We are now busy with the ordinary details of a 
secretary’s office plus the numerous details ot our 
1937 convention and exposition, to be held at the 
Hotel Astor on May 20 to 22, inclusive. Each year 
our exposition, where our members are afforded an 
opportunity to acquaint themselves with the latest 
and best in hospital merchandise, seems to grow in 
appeal. With the convention and exposition months 
away, fifty-seven of the sixty booths have been sold 
and we are confident that our 1937 meeting wil! 
eclipse anything we have ever held. 

We extend a cordial invitation to the officers and 
members of all state and regional associations to join 
us in New York next May. 


The Ohio Hospital Association 
Ralph W. Jordan, Executive Secretary 


In 1914 there was first discussed the organization 
of a hospital association in the State of Ohio, this 
organization having for its purpose the creation of 
a medium for joint discussion of the many problems 
of the hospitals in the State. It was realized that 
the national body was more and more attaining a 
size that did not permit of that intimate discussion 
of detailed problems that is so necessary, and that, 
therefore, there was a very definite field for a State 
Association. 

At the present time there are in the State of Ohio 
147 general hospitals with a capacity of 17,260 beds. 
Of this 147 hospitals 109 are members of the Ohio 


Hospital Association. These hospitals have a yearly 
average of 279,661 patients. Of the 88 counties in 
the State, 71 are supplied with either governmental 
or general hospital beds. These general hospitals 
expend more than eighteen million dollars per year 
for maintenance and operation. In addition to this, 
there is a vast amount of money spent yearly on 
new construction. 


The creation of the Ohio Industrial Commission 
in 1913, and the problems coincident thereto was a 
troublesome one. The personnel of the Commission 
have always accepted their responsibility of furnish- 
ing the best possible hospital service, and have been 
universally fair in recognizing claims for considera- 
tion on the part of the hospitals of the State. It is 
true that in the beginning hospitals were not com- 
pensated commensurate with their needs, but, through 
very active work on the part of the Hospital Asso- 
ciation’s Board of Trustees and the whole-hearted 
cooperation of the Industrial Commission and its 
Chief Medical Examiner, this situation was changed, 
until today the Commission has adopted as a prin- 
ciple of compensation to hospitals, that they are to be 
paid cost of care for service rendered. The in- 
creased revenue to the hospitals of this State by this 
one act alone, has more than justified the expense 
of the Ohio Hospital Association, and certainly in 
terms of dollars and cents warrants the very earnest 
consideration of the hospitals of the State to the 
perpetuation of a body that has been so influential 
in their behalf. In 1920 the Industrial Commission 
invited the Ohio Hospital Association to appoint a 
committee to confer with them on the Industrial Act. 


A study of the loss to hospitals as a result of 
caring for victims of automobile accidents who were 
unable to pay for their hospital care, was made in 
1928. It showed that Ohio hospitals had suffered 
that year a loss of $511,000.00 from this source. 
Legislation was prepared to relieve hospitals of this 
burden, and a bill was presented to the 1931 session 
of the State Legislature. This bill was defeated, but 
another bill was presented at the 1933 Session which 
passed, and known as House Bill 80, became effec- 
tive in October, 1933. As this bill was not perma- 
nent, it was again necessary for the Association to 
sponsor legislation in order that the bill would be a 
permanent law in the State of Ohio. Since the Ohio 
Hospital Association was successful in having this 
legislation enacted in 1934, during a special session 
of the Legislature, many other State Hospital Asso- 
ciations have patterned our law and have attempted 
to have similar legislation passed. Since this bill has 
been in effect it will be interesting to note that the 
Bureau of Motor Vehicles have passed on 5,287 
claims amounting to approximately $561,466.77. 


The Ohio Hospital Association in 1933 set up 
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This trade mark identifies all hospital 
products manufactured by The Seam- 
less Rubber Co. Look for it—it is a 
mark of quality. 


APPROPRIATIONS CAN 
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SEAMLESS STANDARD LATEX 
SURGEONS’ GLOVES are made of 
finest quality Latex, painstakingly 
finished, rigidly inspected. Result: 
gloves that are /ive and edastic long 
after other gloves have given up the 
ghost... gloves that let your appro- 
ptiation do double-duty. Yet, so 
anatomically perfect and so uni- 
formly thin, they'll please the most 
critical member of your staff. The 
next time you call your Supply 
House, specify Seamless Standard 
Surgeons’ Gloves—either Latex or 
Brown-milled. 


In addition to Seamless Standard Sur- 
geons’ Gloves, your Hospital Supply 
House maintains complete stocks of a 
wide variety of other Seamless rubber 
products for hospital use. The Seamless 
Rubber Co., Inc., New Haven, Conn. 
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four principles to be used in guiding Ohio hospitals 
in the development of group hospitalization plans, 
and from 1933 to 1936 the Association gave advice 
to many hospitals that were interested in developing 
group hospitalization plans in their cities. During 
1936, the Committee on Economics of the Associa- 
tion held a series of meetings in several large cities 
of the state, including Cincinnati, Toledo, Akron and 
Canton, at which hospital trustees, hospital execu- 
tives, members of the medical profession, and busi- 
ness men of the community were present. The Com- 
mittee pointed out the benefits to be gained by the 
public, the medical profession, the hospitals and em- 
ployers through group hospitalization plans and ad- 
vocated development of plans in the various com- 
munities. There are at the present time plans in 
operation in Cleveland and Sandusky and it is felt 
that through the efforts of the Committee on Eco- 
nomics, plans will be under way shortly in all the 
large communities throughout the state. 


In order that the hospitals would have the benefit 
of more meetings for the discussion of their prob- 
lems between Annual Meetings of the Association, 
the State was divided into four districts, known as 
the Northeastern, Northwestern, Central and South- 
western Districts. Each district has its own officers 
and several meetings are held yearly. 


In 1934 the central office was opened in the A. I. 
U. Tower, Columbus, with a part-time executive sec- 
retary and full-time assistant. During the year 1936 
a full-time executive secretary was employed to as- 
sist the Board of Trustees and the various commit- 
tees in carrying forward the work of the Associa- 


tion. 
—_ 


Oklahoma Hospital Association 


C. B. Hanna, Secretary 


In 1920 about one dozen hospital administrators 
of Oklahoma met to discuss problems confronting 
their business. From this meeting of twelve, the 
Oklahoma State Hospital Association was formed. 
There is, today, 102 hospitals operating in 61 towns 
and cities, with a total bed capacity of 14,000. 


During the period since the organization of the 
Hospital Association there have been years when 
our hospitals enjoyed a fair volume of business and 
met their financial obligations promptly. The past 
few years of unsettled conditions has changed the 
picture. At the present time hospitals find an in- 
creased burden placed upon them which taxes their 
resources severely. 


There is a great increase in indigent cases. There 
is also an increase of cases requiring hospitalization, 
that we class as border line cases, the case that wants 
to pay at least something for the hospital service 


124 


rendered. Hospitals, in order to keep that particu- 
lar border line patient off relief, are extending their 
credit, trying to accommodate this class. 


There is another hazard that is very alarming to 
the hospital. This is indigent cases from auto acci- 
dents. This type of patient is brought to the hos- 
pital in emergency and is accepted, and first aid 
rendered. When the medical staff completes the 
examination it is found that the case needs continued 
hospitalization, possibly extensive surgery, and with- 
out funds to pay for this service. This not only is 
affecting hospitals in Oklahoma, but a similar con- 
dition exists in other states. Our Oklahoma Asso- 
ciation is very much interested in some type of legis- 
lation which would tend to set up a relief fund taken 
from auto tax to care for this type of accident cases. 
If such a law was in effect in every state as it is in 
a few, hospitals would at least have some help in 
caring for this type of indigent patient. 


Our immediate past president, Mrs. D. I. McNulty, 
of the Morningside Hospital, Tulsa, Oklahoma, dur- 
ing the past year has given liberally of her time to 
visit the hospitals throughout the states. She has 
represented our Association at both the American 
Hospital Convention as well as the Midwest Meet- 
ing. Through her good council and timely advice 
she has made a host of friends among the hospital 
people of the state, and her year of administration as 
president of the Hospital Association will be one 
recorded as a success and to her that credit is largely 
due. 


Our Executive Board has met quarterly during 
the year, at which times hospital problems were dis- 
cussed. Our members were kept fully informed 
through the Association bulletins. Our office sent 
out 600 letters and bulletins. We have visited a 
great number of hospitals in the past year and have 
endeavored by every possible means to render service 
to the hospitals of our state. 


We have just closed our annual hospital conven- 
tion which was held December 11 and 12, at Tulsa, 
Oklahoma. This meeting was well attended and an 
interesting program arranged. 


The year 1937 should be a much better year for 
hospitals. Our Association work for the ensuing 
year will be under the able guidance of R. L. Loy, 
Jr., newly elected president. Mr. Loy, the super- 
intendent of the Oklahoma General Hospital, Okla- 
homa City, Oklahoma, isa high type hospital ad- 
ministrator. He has a wide acquaintance among hos- 
pital executives throughout the state as well as the 
United States. 


Our work for the first half of the year is going 
to be an earnest endeavor through the Association 
to get some much needed hospital legislation. 
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Announcing an important new addition to 
the Baxter Uacoliter family 


As the Baxter Laboratories have pioneered in every step of commercial intravenous solution manufacture so they 
pioneer the new double sized Vacoliter. 


Two thousand cubic centimeters of safe, sterile, pyrogen-free intravenous solution in one container means 
simplified administration — uninterrupted dosage and lower prices for you. 


The doubled sized (2000cc) Vacoliter is exactly similar to the standard Vacoliter (1000cc) and the Half Size 
Vacoliter (500cc) except in size. The proven advantages of the Vacoliter have won for it the approval of the 
American College of Surgeons. 


The new Double Size Vacoliter (2000cc) will serve you completely and well wherever and whenever large 
fluid dosages are indicated. We urge you to make the Baxter Vacoliter family servants to your own skill and ability. 


BAX T E R LA BQORATORIE S, IN C. 
GLENVIEW, ILL. GLENDALE, CALIF. COLLEGE POINT, N. Y. 


Distributed East of the Rockies by 


AMERICAN HOSPITAL SUPPLY CORPORATION 


CHICAGO NEW YORK 
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Ontario Hospital Association 


Fred W. Routley, M.D., Secretary 


The year just closing has been one of progress 
for the Ontario Hospital Association. As each year 
comes and goes, the value of an organization such 
as ours evidently becomes more apparent to the hos- 
pitals which make up the bulk of the membership. 
In fact at the end of this year, the paid-up institu- 
tional membership fees indicate that ninety-nine per 
cent of the one hundred and seventy-two public hos- 
pitals in Ontario are members in good standing. That 
record will take some beating. 

One of the important functions of our Association 
is to promote Provincial legislation which will in- 
crease the efficiency of the hospitals by lightening 
their financial burdens with regard to patients who 
are unable to pay the full cost of their care by these 
institutions. 

Municipalities pay $1.75 per day for all patients 
who are their responsibility and for these as well 
as for patients who do not pay more than $1.75 per 
day for their own care, the Provincial Government 
pays sixty cents per day. 

It was suggested by the government early this 
autumn that they cease paying the per diem grant for 
patients who paid their own public ward rate of $1.75 
per day. However, after strong representations by 
the Association, the government decided to continue 
the grant. 

The hospitals, however, have been asked to fill in 
a form to send in to the government with each 
patient’s inability to pay more than $1.75 per day for 
his care. This regulation becomes effective on Janu- 
ary first next. 

The Association issues a News Bulletin five times 
a year which assists very materially in keeping hos- 
pitals informed with regard to news of interest to 
all of them. 

Our convention this year, held in the Royal York 
Hotel, Toronto, in October, undoubtedly was the 
most successful in the history of the Association. 
The registered attendance was six hundred fifty- 
three, which was over one hundred more than any 
previous year, 

The papers and addresses were all of a high char- 
acter and the sessions were well attended during the 
whole three days. The Minister of Education ad- 
dressed the general luncheon and the Prime Minister, 
the banquet. 

A new section came into being in the Association 
this year, viz, the Record Librarians. They had a 
splendid day’s program and are off to a good start. 

There were more exhibits than in any previous 
year and their quality was very fine. These exhibits 
in themselves are an annual refresher course to hos- 
pital administrators. 
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Reverend Father Verreault, who was president 
during 1935-36, handled the convention in a splen- 
did manner. He was succeeded in office by Dr. 
Howard Holbrook, superintendent of the Hamiltor 
Sanatorium for Tuberculosis. Dr. Holbrook has 
been chairman of the Program Committee for some 
years and comes to the presidency with a fine back- 
ground of services to the Association. 

The next convention is set for October 25, 26, and 
27, 1937, in Toronto. 

A very strong Board of Directors are in office so 
next year promises well. 

‘ibaiiligtaicatislnds 


- Oregon Association of Hospitals 
Grace Phelps, R.N., Secretary 


Since the last annual meeting of the Oregon Asso- 
ciation of Hospitals (which was the second annual 
meeting), the state as a whole has been inactive. 
However, the Portland Council of Hospitals has had 
frequent meetings. 

Their particular concern at this time centers 
around the economic problems relating to our hos- 
pitals, especially the rates paid by the various in- 
dustrial hospital associations. In connection with 
this, a meeting of the entire hospital association of 
the state was held on December 8, 1936. 

A. R. Hunter, chairman of the Oregon State Ac- 
cident Commission, met with the association at this 
time, and announced that beginning January 1, 1937, 
the Accident Commission will pay for hospital serv- 
ices at the rate of $3.00 a day or $21.00 a week. This 
is three dollars a week more than the previous rate. 

Following Mr. Hunter’s announcement, the asso- 
ciation took action by unanimous vote (this included 
all the major hospitals in Portland), to the effect that 
on and after January 1, all insurance organizations, 
hospital associations and similar buyers of hospital 
services will be required to pay at the rate fixed by 
the State Industrial Accident Commission—that is 
to say, no rate lower than $21.00 per week is to be 
granted any of these organizations. 

This increase is the unanimous recommendation of 
all those who were present at the meeting. 

Our next annual meeting will be some time during 
February. 


The Hospital Association of 
Pennsylvania 


John N. Hatfield, Executive Secretary 


The Hospital Association of Pennsylvania was or- 
ganized December 7, 1921, sixteen years ago. Its 
object is to promote the welfare of the people of the 
state, insofar as this may be done by the develop- 
ment and the operation of hospitals and dispensaries 
in the state, and by securing co-operation and assist- 
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T OF ALL OUTER-SPRING 
MATTRESSES IN USE 





SEE BOTH TYPES 





UNPREJUDICED FACTS... 


of Special Import to All Hospital Superintendents 


There are 3,000 bedding manufacturers who share the right of mak- 
ing both types of modern mattresses—inner-spring and outer-spring. 
Many of them do make both types. Yet, nine out of ten outer-spring 
mattresses in use are Spring-Air!.... Why? .... Because the 
records made by al/ competing spring units in this direct, out-in- 
the-open comparison prove the unquestioned superiority of Spring- 
Air’s guaranteed Karr Spring Construction! 


.... Important as it is that the vital spring element be right in an 
outer-spring mattress, it is even more important that it be right in 
the inner-spring type where the spring unit is buried inside, hidden 
from inspection. 


.... Important as it is that the vital spring element be right in an 
of mattress you buy. Then you will be following the example of the 
expert buyers in thousands of hotels and hospitals who demand all 
the comfort —all the endurance they can get for their money... . 
Every Spring-Air Mattress—in either type—has the guaranteed 
Karr Spring Construction! 


— SPRING-AIR 


nell) and hundreds more 

= and endorse Spring- i 

Air. You'll always find General Offices—Holland, Michigan 
that experts buy what ex- 

Perts build. 44, Factories in United States and Canada 





Spring-Air product standards are specified and, through inspection, maintained by the licensor, Charles Karr Company, Holland, Michigan, manufacturer 
of the spring elements used in completed Spring-Air products. 
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ance from all other organizations of similar purpose, 
and in every way possible to advance the interests of 
all medical service institutions. 


Membership in the Association until 1934 was 
limited to individuals and composed almost entirely 
of hospital executives and department heads as active 
and associate members. At the end of April, 1935, 
there was enrolled 458 active, and 71 associate mem- 
bers. In May of that year institutional memberships 
were authorized and a rather intensive drive was 
launched to enroll this class of members and hospital 
trustees. To date our membership list is as follows: 
2’ honorary, 511 active, 76 associate; a total of 589 
personal members. There are 131 institutional mem- 
bers; a grand total of 720. 

So much for the purposes and numerical develop- 
ment of the Association. Over the period of fifteen 
years ended last April, has been spread notable 
achievement as a service organization. Annual con- 
ventions have been held, and with the exception of 
the first few years, commercial expositions have been 
a feature of those three-day conferences. To list 
the major undertakings and accomplishments of the 
Association throughout that period would require 
many times the space allotted for this resume. We 
are all interested in the present and the future. There- 
fore, this account will be concerned with our present 
and future programs. 

Our organization set-up at present calls for an 
annual salary expenditure alone of $7,560 annually. 
This expenditure, together with other operating ex- 
penses, will approximate $15,000 during the year. 
Income is derived from the following: dues, public 
relations fund contributions, and the commercial ex- 
hibit. The organization personnel is as follows: 
Executive Secretary, no salary. A small allowance 
is given for Association work done by my secretary 
and my stenographer; and this work is very con- 
siderable. Assistant Association Secretary and clerk, 
full time, at the newly established Harrisburg office. 
Full time publicity assistant and clerk in the Phila- 
delphia office. 

For the present we are undertaking the following 
as a continuing program: 

1. Operation of the Association (1) as a service 
instrument for the benefit of the individuals and in- 
stitutions comprising the membership, and (2) as a 
medium for promoting and disseminating educational 
publicity on a public relations basis. 


2. Enlistment of all persons and institutions who 
qualify for membership. (In Pennsylvania there are 
297 qualified institutions, but the Federal, State, and 
Municipally owned hospitals are not eligible for in- 
stitutional membership because of legal restrictions. 
Two hundred seventy-three are potential members. ) 

3. Development of hospital trustee interest. (At 


the present time 317 trustees are personal members, 
out of a potential 4,000.) 

4, Operation of an unofficial branch office in Har- 
risburg, the State Capitol, under the supervision of 
an assistant executive secretary, who has had twelve 
years’ experience as senior institutional disburse- 
ment accountant in the State Department of Wel- 
fare. This assistant will prepare statistical data 
and correlate information for use of the Legislative 
Committee and the central office ; he will be the offi- 
cial contact agent of the Association with the many 
state departments; and he will act as the agent of 
individual hospitals represented in the Association 
in contacting different governmental departments, 
bureaus and officers, for various reasons, upon au- 
thorization by the several hospitals. He is available 
to any hospital represented in the Association to es- 
tablish a (1) centralized accounting system ; (2) pur- 
chasing system; (3) budget; and (4) perpetual in- 
ventory system. (These services are rendered free 
—the hospital to pay traveling expenses.) 

5. Operation of a state-wide public relations and 
educational program through (1) newspapers; (2) 
generous distribution of reprints; and (3) social and 
business groups. (Our “It’s a Fact” weekly articles 
are now being used regularly by almost 200 news- 
papers. ) 

6. Publication of a monthly bulletin of Associa- 
tion news for members. (Twice a year the bulletin 
is distributed to every known board member of the 
hospitals in Pennsylvania. ) 

7. Establishment of an active committee on Scope 
and Policies, looking toward the development of a 
chart of standards for hospitals, to replace those of 
unofficial governmental agencies and other self- 
styled regulatory organizations now assuming those 
responsibilities. 

8. Promotion of legislation beneficial to all hos- 
pitals seeking to defeat legislation designed to affect 
hospitals adversely by maintaining an active legisla- 
tive committee. 

9. Encouragement of the continuation of sectional 
associations within the state. There exists five geo- 
graphical groups, The Pittsburgh Conference, The 
Hospital Association of Philadelphia, The Eastern- 
Central Hospital Association, The Northeastern, and 
the Northwestern Sections of the State Association. 
The first two named organizations meet monthly, but 
the other three meet three or four times a year. Each 
group appoints a Liaison officer to operate with the 
State Association, and in most cases to work closely 
with the membership committee. 

10. Stimulation of member interest in Association 
affairs through medium of the Bulletin, by maintain- 
ing the Association as a service organization, by en- 
couraging sectional meetings, and by arranging an 
interesting and educational annual conference. 
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11. Co-operation with the American Hospitai As- 
sociation and other national, international, state, and 
Canadian provincial hospital associations interested 
in promoting common objectives. 

Concerning the future, it might be said that it is 
the object of the Hospital Association of Pennsyi- 
vania to continue its present program and to bend 
its efforts toward strengthening its influence and 
further developing its facilities that it may become 


increasingly more useful to its members. 
cancelation 


The Hospital Association of 


Rhode Island 
Helen M. Blaisdell, Executive Secretary 

The Hospital Association of Rhode Island is prob- 
ably the smallest and possibly the youngest of all the 
state associations. There are thirty members, repre- 
senting sixteen institutions. Of the sixteen, three 
are state institutions, one city, one mental (private- 
ly controlled), one lying-in, ten general non-profit. 
The Association was formed in 1932. 

Meetings are held in June and December at each 
hospital in turn. Practically all members also attend 
the meetings of the New England Division held in 
Boston in February of each year. 

Our legislative committee has tried annually to 
pass a lien law, but so far without success. Group 
hospitalization has been discussed and will receive 
special attention this coming year. Uniformity in 
x-ray rates is now being considered. Concerning the 
giving of information from patients’ records, certain 
principles were defined and recommended. 

Our Association as yet issues no bulletin. 


Socialization of Cancer Endorsed by 
Saskatchewan Hospitals 


The success of the tuberculosis program in Sas- 
katchewan, whereby all tuberculosis comes under an 
Anti-Tuberculosis League, financed by local and 
provincial governmental aid, is resulting in a demand 
that this program be extended to cancer. The pro- 
posal was unanimously endorsed at the record con- 
vention of the Saskatchewan Hospital Association 
at Saskatoon, November 19 and 20. 

At the convention a very diversified program was 
presented. Among the contributors were Dr. B. C. 
Leechof, Regina, on the Newer Anesthesia Methods; 
Miss O. J. Ayue, dietitian of the Saskatoon City 
Hospital on Food Service Without a Dietitian; 
Edith Amos, superintendent of nurses of the same 
hospital, discussed the duties of the new advisor to 
schools of nursing being provided by the provincial 
nurses’ organization; Dr. H. H. Mitchell, super- 
intendent of the Regina General Hospital, outlined 
Economies in Laundry Operation; J. A. Thompson 
of the Moose Jaw General Hospital Board empha- 
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sized the Board’s Duties to the Hospital; Leonard 
Shaw, superintendent of the Saskatoon City Hos- 
pital, on State Hospitalization, and the work of the 
new Health Services Board, and Mrs. F. G. Salis- 
bury of Saskatoon City Hospital reviewed the Work 
of the Woman’s Auxiliary in the various hospitals. 
Addresses were given by Dr. Malcolm T. Mac- 
Eachern and Dr. G. Harvey Agnew, both of whom 
also conducted round tables. At the annual banquet 
Dr. MacEachern gave an admirable address on The 
Hospital Administrator—What He Is Supposed to 
Be and Must Be. Various analyses were made— 
S. R. Curtin, K.C., of Regina and C. F. Whitmore 
of Saskatoon discussed recent legislation and certain 
medico-legal decisions; Ruby Simpson, president of 
the Canadian Nurses’ Association, analyzed the new 
curriculum for schools of nursing, and Miss C. 
Porter of the Saskatoon Sanatorium, reported the 
record advances in dietetics. A review of the year’s 
work was given by Dr. R. O. Davison, Deputy Min- 
ister of Public Health, and the regional meetings 
during the year—a successful innovation—were re- 
ported by S. H. Curran of Yorkton, F. R. Biggs of 
Wilkie, C. F. McGillivray of Shaunavan, J. B. 
Hamilton of Prince Albert, and W. A. Goetz of 
Weyburn. As a break to “shop talk,” Professor 
F. C. Cronhite, Dean of Law, University of Sas- 
katchewan, and Professor G. W. Simpson, Profes- 
sor of History, gave interesting addresses at the re- 
spective luncheons. The program reflects great 
credit on Dr. R. G. Ferguson of Fort San, and G. E. 
Patterson of Regina, the President and the Secretary. 
New officers are as follows: 
Hon. President—Honorable J. M. Uhrich 
President—L. P. Goudy, Saskatoon 
President-Elect—F. R. Biggs, Wilkie 
Vice-Presidents—J. S. Williams, Moose Jaw 
S. H. Curran, Yorkton 
Secretary-Treasurer—G. E. Patterson, Regina 


South Carolina Hospital Association 
Charles H. Dabbs, Secretary 


The Annual Meeting of the South Carolina Hos- 
pital Association was held in the Jefferson Hotel, 
Columbia, South Carolina, on June 16, 1936, at which 
time President H. H. McGill, administrator of the 
Columbia Hospital, was reelected, and Charles H. 
Dabbs, M.A.C.H.A., Tuomey Hospital, Sumter, was 
reelected secretary-treasurer for the ensuing year. 
Other elected officers are F. L. Bates, F.A.C.H.A., 
Roper Hospital, Charleston, first vice president ; Dr. 
F. H. McLeod, McLeod Infirmary, Florence, second 
vice president; Mrs. Mary D. Gibson, Marlboro 
County Hospital, Bennettsville, third vice president ; 
Miss Edna Sherrer, Abbeville, trustee. 

During the preceding year the greater part of the 
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Newest Product 
of 
Corning Research 


FIBROUS GLASS 


THE latest achievement of Corning Scientific Research is fibrous glass. Melted by glass 
tank methods, spun into fibres of near microscopic fineness, these Corning Fibre Products 
possess qualities hitherto unavailable. They are resilient, tough, soft and pliable. 

For use as a filtering medium in laboratory work, two compositions, both lead and 
borax free, are now available. Although both types of wool are identical in physical 
characteristics, ““PyREx”’ High Stability Wool is superior in chemical stability. 

“PYREX” HIGH STABILITY WOOL— Catalog No. 9930. Made of “Pyrex” brand Fibre 


Glass No. 719, it is recommended for use where solubility or pH are critical factors. Its fibre 
diameters vary between 0.0002” and 0.0003”. 


“CORNING” STANDARD WOOL—Catalog No. 9940. Its fine fibre diameter (0.0002” to 0.0003”) 
makes for increased filtering efficiency and ease in handling. Made from “‘Cornine”’ brand Fibre 
Glass No. 008, it is chemically comparable to the better grades of glass wool now commonly used. 


Both types of wool are supplied in sheet form in convenient half-pound rolls with 24 
rolls in each original package. The sheets are approximately one-eighth inch thick and 
- ten inches wide. 
, These items are available and samples may be obtained through your regular dealer 
in “Pyrex” brand laboratory glassware. 





Cat. Code Lbs. per NetPrice Net Price PER PAcKAGE 
a No. Description Word Pkg. _ per lb. I pkg. 25 pkgs. 50 pkgs. 100 pkgs. 





9930 “Pyrex” Hicu Stasiniry CQOSU 12 $2.20 $23.76 $22.57 $21.38 $20.20 
P. WooL, made from 

*“PyREX” brand Fibre 
"e Glass No. 719. 





d 9940 “CorRNING” STANDARD 1.30 14.04 13.34 12.64 11.93 
OOL, made from 
O **“CorNING” brand Fibre 


Glass No. 008. 





Laboratory & Pharmaceutical Division of 
CORNING GLASS WORKS, Corning, N.Y. e Manufacturers of “PYREX” Brand Glassware 


we 


ie 





ALS January, 1937 131 





Association activities centered around the formation 
of a hospital service plan along the same general 
lines developed by many other associations and inde- 
pendent agencies. At first the committee in charge 
found but little encouragement either from the hos- 
pitals or the medical profession, but as the principles 
of the movement were better understood the response 
from the doctors left nothing to be desired. The 
net result of several meetings was the appointment 
of a joint committee consisting of four members of 
the Council of the Medical Association of the state 
and four from the Hospital Association, all of whom 
were finally elected as Trustees of the Hospital Sav- 
ings Association of South Carolina. These eight 
trustees are charged with the responsibility of select- 
ing four additional trustees from the industries, and 
the group will then proceed to procure the charter, 
formulate By-Laws and develop a plan for presenta- 
tion to the hospital and medical associaticns as soon 
as possible. Trustees appointed by the Hospital As- 
sociation include Dr. J. Moss Beeler, Spartanburg 
General Hospital, Spartanburg ; F. O. Bates, Charles 
H. Dabbs, and Rev. W. M. Whiteside of the Baptist 
Hospital, Columbia. 

The Association has cooperated in the formation 
of a State Board of Nurses Examiners and some 
splendid work is being done in the nursing field as 
a result. 

A State Dietetic Association is now being spon- 
sored by the Association and led by Annie Lee White- 
sides, dietitian of the Marlboro County Hospital at 
Bennettsville, the movement should result in some- 
thing of real value to our hospitals. 

As a member of the Tri-State Conference, joint 


meetings are held each year with the Associations of 
North Carolina and Virginia. A splendid program 


was enjoyed at Old Point Comfort, Virginia, this 
year, and following custom, the next meeting will be 
held in North Carolina and the following year in 
South Carolina. 

Committees from the membership ranks were ac- 
tive from time to time safeguarding the interests of 
the hospitals throughout the state in matters involv- 
ing charges for F, E. R. A., W. P. A. and P. W. A. 
patients. 

Plans for the future include a drive for more 
members both for the State Association and the 
American Hospital Association, the development of 
a legislative program, the completion of the organ- 
ization of the Hospital Savings Association and the 
launching of the project, and further promoting the 

organization of the South Carolina Dietetic Asso- 


ciation, 
— 


South Dakota State Hospital Association 
George Kienholz, Secretary 
The South Dakota Hospital Association has been 


reasonably active during the year 1936, both as in- 
dividual members and as an Association. Two state- 
wide conferences were held, one in conjunction with 
the other allied professions during the early part 
of May and another immediately following the fall 
election. The May conference was devoted princi- 
pally to topics of general hospital interest and much 
benefit was derived from the presence of A. E. Hard- 
grove, assistant secretary of the American Hospital 
Association, whose main discussion was on the value 
of Hospital Councils, but also devoted some time in 
leading an interesting discussion on group hospitali- 
zation. 

The Fall Conference was devoted mainly to laying 
plans for a legislative campaign during the session 
convening in January, 1937. It was definitely de- 
cided to introduce a bill which would require licens- 
ing of all hospitals in the state on an annual basis 
and providing a license fee which would automat- 
ically include membership in the State Hospital As- 
sociation, the fee to be graduated according to the 
bed capacity of the hospital. This same bill to in- 
clude requirements for minimum standards to be 
maintained in order to pass inspection by the State 
Hospital Board and patterned after the requirements 
of the standardization of the American College of 
Surgeons, but to be revised to include all hospitals 
regardless of bed capactiy. South Dakota is a state 
of small hospitals—with only three of over 100 beds; 
five from 75 to 100 beds; ten from 50 to 75 beds; 
nine from 25 to 50 beds, and twenty-two have less 
than 25 beds. 

A resolution was passed to sponsor a drivers’ 
license law, the proceeds of which would provide a 
fund from which to reimburse hospitals for hos- 
pitalization of the injured, provided the injuries oc- 
curred on the highways of South Dakota. It was 
the feeling of the group that in the furnishing of 
highways and the licensing of automobiles to drive 
upon those highways, a definite responsibility was 
implied by the state to provide means for the hos- 
pitalization of those injured thereon. 

Plans were laid to counter any attack upon the 
existing law, which provides that one-half of the 
revenue derived from the sale of beer reverts back 
to the counties on a population basis and said one- 
half “to be used primarily for the hospitalization of 
the indigent.” This law was passed during the spe- 
cial session of 1933 and up to the present time has 
provided nearly one-half million dollars to the hos- 
pitals of the state. This law has been especially 
timely because so many of our counties are unable 
to finance hospitalization for the indigent, due to 
decreased tax income since the drouth and grass- 
hopper inroads upon the farm and ranch income. 

The South Dakota Hospital Association was rep- 
resented by its president and secretary at the con- 
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vention of the American Hospital Association at 
Cleveland and much benefit was derived from this 
attendance in the conduct of our State Association 
for the coming year. 


Texas State Hospital Association 
Bryce L. Twitty, Secretary 

The Texas State Hospital Association has been 
going forward in constructive and worth while work 
for the last several years. We now publish a very 
energetic Journal, carrying the news of the monthly 
happenings at the various hospitals. This Journal 
is self sustaining and has received favorable com- 
ment throughout the country. 

The State Association is composed of over three 
hundred active hospitals. The membership is made 
up of institutional and auxiliary. The institu- 
tional includes the superintendent ; department heads 
are auxiliary members who may join by paying $2.00 
each year. We have a Board of Trustees consisting 
of six members who alternate in turn of service. We 
have a president, president-elect, first and second 
vice-presidents, secretary and treasurer. 

The counties in the more thickly settled population 
have County Hospital Councils which meet each 
month. These Councils hold round table discussions 
on local problems. In addition to the County Hos- 
pital Councils we also have the Northwest Texas 
Clinic and Hospital Managers’ Association and the 
South Texas Hospital Association. Each of these 
associations have their annual meetings. 

The next State Hospital Association annual meet- 
ing is at Lubbock, Texas, April 23-24, 1937. 

Our hospitals in Texas have never felt the depres- 
sion very keenly but are now experiencing over-hos- 
pitalization as most of the hospitals cannot serve all 
the patients who apply for care. 

The Texas State Hospital Association is interested 
in other state and national hospital associations, what 
they are doing, and what accomplishments they are 
achieving. We endeavor to get every Texas hospital 
superintendent to attend convention of the American 
Hospital Association and usually have the largest 
delegation of any state in the Union, with the ex- 
ception of the entertaining state. We pride ourselves 
in being up and coming; we feel that comparatively, 
more progress is being made in the South and South- 
west in hospital administration than in any other 
part of the United States. 


Washington State Hospital Association 
J. V. Buck, Secretary 


The Washington State Hospital Association met 
in a one-day session at Providence Hospital, Seattle, 
Washington, on May 2, 1936, with Dr. Karl Van 
Norman presiding. Those participating in the pro- 


gram were Sister John Gabriel, Dr. Karl Van Nor- 
man, Dr. G. W. Gilbert, Dr. A. L. Balle, J. V. Buck, 
Mary Northrup, Maude Perry, Louise Powley, Mrs. 
Cecile Tracy Spry, Anna Radford, Grace Watson, 
Harriet Smith, Miss Orville Hubbard, Dr. Joseph 
Brugman, Dr. C. W. Sharpless, Dr. M. Shelby Jared. 
C. J. Cummings and Mrs. Elizabeth Soule. | 

At the end of the session the following officers 
were elected: ; 

President—Mrs. Cecile Tracy Spry, Administrator 
General Hospital of Everett 

President-Elect—Sister John Gabriel, Hospital 
Consultant and Educational Director, Sisters of 
Charity of Providence in the Northwest 

First Vice-President—A. L. Balle, M.D., Patholo- 
gist Providence Hospital, Seattle 

Second Vice-President—B. A. Brown, M.D., Su- 
perintendent Pierce County Hospital, Tacoma 

Secretary-Treasurer—A. C. Jordan, M.D., King 
County Hospital, Seattle 

The Committee on State Industrial Insurance 
Rates consists of C. J. Cummings, chairman, J. V. 
Buck, Dr. A. L. Balle, N. A. Johanson, and Dr. 
C. W. Sharpless. This committee, through its chair- 
man, has spent some six months in securing and 
tabulating data on compensation paid for Industrial 
Insurance cases in the various states. 

Mr. Cummings secured a hearing before the In- 
dustrial Insurance Commission on November 24. 
His committee met with the executive committee of 
the State Association preceding the time of the 
hearing and tabulated the specific items which the 
Association wished presented to the commission. 

The following is a summary of these requests: 

An increase in ward and room rates. Hospitals 
to be paid for all types of anesthesia. 

A flat fee of fifty cents per day for drugs and 
dressings. 

Seventy-five cents an hour or fraction of an hour 
for the administration of oxygen; fifteen cents for 
carbogen for each administration. 

X-ray schedule as it stands with an additional 
allowance of $2.50 for the use of the fluoroscope in 
each individual fracture. 


An increase in the allowance for laboratory work. 


An increase in the fee for casts. 

A special committee to be appointed to discuss 
physical therapy fee schedule with the Washington 
State Department of Labor and Industries. 

Hospitals to be notified within a reasonable length 
of time whether case is covered under State Indus- 
trial Insurance. 

At the hearing, the members of the commission 
were very sympathetic with the various requests and 
at the close of the hearing agreed to take all the 
various items presented under consideration. 


HOSPITALS 











Photo by Courtesy of Clara Barton Hospital, Hollywood, Calif. 





Guard 
Your Babies 


and Yourself 


Identify your new-born babies with the DEKNATEL 
NAME-ON BEADS, “the Original Baby Beads,” bearing 
the baby’s surname, sealed on, and used as a necklace or 
as a bracelet. This identification remains on throughout 
all treatments and dressings of the baby. It eliminates 
any fear on part of the hospital staff, the mother and rela- 
tives, of the possibility of a baby mix-up. American made 
and reasonably priced. Write for sample. 


J. A. DEKNATEL & SON 


96-26 222nd St., Queens Village (Long Island), N. Y. 
Member of Hospital Exhibitors’ Association 





Real Economy + | 
The we 


Value Plus 
Williams’ 
Standard 
Capes 

* 


NURSES’ UNIFORMS 
INTERNES’ SUITS— 
GOWNS 


* 
Send for Catalogue “H” 


* 
C.D. Wittiams & Company 


Designers and manufacturers since 1876 
Member of the Hospital Exhibitors’ Ass’n 


246 South 11th Street Philadelphia, Pa. 




















A Vote of Confidence 
Has Been Accorded Us— 


By their generous patronage 
hospitals and nurses through- 
out the country have demon- 
strated their approval of our 
methods. 


The discrimination we bring to 
all matters pertaining to the 
placement of nurses has won 
for us an enviable position in 
the hospital and nursing world. 


To Hospitals and Nurses 
everywhere we extend Best 
Wishes and promise a contin- 
uation of the same _ superior 
service in 1937. 


Positions filled in all parts of the country 


Write the 


NURSE PLACEMENT SERVICE 
Room 513, 8 South Michigan Avenue 
CHICAGO, ILLINOIS 


——_ 























ee 





January, 1937 


ALPHABETICAL 
NOMENCLATURE 


of DISEASES 
and OPERATIONS 
by T. R. PONTON, B.A., M.D. 


Approved by American Col- 
lege of Surgeons, American 
Hospital Association and As- 
sociation of Record Librarians 
of North America. 


An alphabetical list of authoritative diagnosis and opera- 
tion terms which will be used uniformly in all clinical rec- 
ords, cross-indexes, etc. This, the third edition, has been 
brought up-to-date by the author. Loose Leaf, 200 pages, 
size 6x9!/>, with special ring book — 
and celluloid section guides. $4.75 5 
plus postage. ¥ 
Order your copy today, and write for STANDARDIZED 

complete catalog. FORM 
PHYSICIANS’ RECORD CO. 


161 W. Harrison St. Chicago 





The two committees of the Association expect 
favorable action in the matter in the near future. 


The Washington Hospital Association is indebted 
to Mr. Cummings for the vast amount of. detail work 
he has done in assembling the data and the effective 
way in which he presented it to the commission, 

Dr. A. C. Jordan, Secretary-Treasurer of the 
Washington Hospital Association since its organiza- 
, tion, asked that his resignation be accepted. Dr. 
Jordan now has a private practice in Seattle, special- 
izing in eye, ear, nose, and throat work. The Asso- 
ciation is most appreciative of his fine work as sec- 
retary and wish him a most well deserved success 
in his private practice. 


J. V. Buck, Administrator, St. Luke’s Hospital, 
Spokane, was appointed Secretary-Treasurer to fill 
the unexpired term. 

a 
Association of Western Hospitals 


Thomas F. Clark, Executive Secretary 


At the Ninth Annual Convention held in San 
Francisco, the name Western Hospital Association 
was changed to Association of Western Hospitals. 
The constitution and by-laws were revised, and it 
was voted to incorporate the Association on a non- 
profit basis. In order to assure continuity of service 
and. the stability of the organization, the office of 
executive secretary was created, as an appointive, 
rather than elective position. 

It was approved that the Association of Western 
Hospitals and the Association of California Hospi- 
tals maintain headquarters in the same office and 
that the executive secretary serve both associations. 
Matters having to do with California Hospitals ex- 
clusively are handled by the Association of Cali- 
fornia Hospitals, of which George U. Wood is presi- 
dent. Matters pertaining to the hospitals of the 
eleven Western states, the territories of Hawaii and 
Alaska, and the Province of British Columbia and 
the annual convention, are handled by the Associa- 
tion of Western Hospitals, of which Dr. L. M. 
Wilbor is president. 


Changing conditions have necessitated a closer co- 
operation among hospital people. Much has already 
been accomplished by the Association of Western 
Hospitals in its ten years of existence. During the 
first several years, its growth was slow. Today, it 
is the largest sectional Hospital Association in the 
United States. 

The Association will hold its eleventh annual con- 
vention in the Biltmore Hotel, city of Los Angeles, 
California, April 12 to 15, 1937. For the third con- 
secutive year, the Western Conference of the Catho- 
lic Hospital Association has met in joint session. 
The Association of California Hospitals and allied 
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groups of the Pacific Coast will also participate in 
this coming convention. 

Ritz E. Heerman, is the Chairman of the 1937 
Convention. The management of the convention is 
under the direction of the newly appointed executive 
secretary of both Associations, Thomas F. Clark. 

The 1937 Program Committee, of which Mildred 
Riese is Chairman, is now planning a program in 
keeping with a theme, “BUILDING HOSPITAL 
GOOD-WILL.” 

The arrangement of the program provides an op- 
portunity for everyone interested in hospitals to enter 
into discussion of the topics to be presented. The 
thought and intent back of the program is that out 
of four days of concentrated study and discussion 
on present day problems, will come new policies, a 
development of information, and an added inspira- 
tion, all in the betterment of the hospital service. 

osictllipapeitis 
Western Hospital Convention 

In the announcement in the December issue of 
the date and place of the Western Hospital Conven- 
tion, the place should have been the Biltmore Hotel, 
Los Angeles, instead of the Baltimore Hotel, Los 
Angeles. 


Report of the 1936 Meeting of the 
Oklahoma Hospital Association 


The Oklahoma State Hospital Association held its 
annual convention in Tulsa, December 11 and 12, 
1936. It was exceptionally well attended with a reg- 
istration of one hundred forty, representing more 
than half of the one hundred two hospitals in the 
State. 

The president of the Association, Mrs. D. I. Mc- 
Nulty of Morningside Hospital, and the secretary, 
C. H. Hanna of--Chickasha Hospital, arranged an 
interesting program for the two-day sessions. 

Among the prominent papers and addresses pre- 
sented at the convention were: 

What Can We Do for the Future? 
Sister M. Mechtildes, St. Anthony’s Hospital, 
Oklahoma City 

Security of Our Voluntary Hospitals 
Dr. John Perry, Tulsa 

Legislative Needs 
Dr. T. B. Hinson, Enid Springs Hospital, 
Enid Springs 

The Social Security Act and Its Effect on the Hos- 

pitals 

H. G. Humphrey, Wm. H. Mainwaring and 
Company 

Hospital Trends 
T. J. McGinty, Vice-president, Mid-West Hos- 
pital Association 
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The Medical Profession and Our Hospitals 
John Perry, M.D., Tulsa 

Hospital Service 
A. R. Risser, M.D., Blackwell 

The round table was led by Dr. T. M. Aderhold 
of El Reno, and the panel was composed of Dr. L. 
E, Emanuel of Chickasha, Dr. W. L. Knight of 
Wewoka, and R. L. Loy of Oklahoma City. 

The Annual Banquet was held at the Mayo Hotel 
on Friday evening. The president, Mrs. McNulty, 
was the toastmistress. The guest speaker was Dr. 
Bert W. Caldwell, Editor of HOSPITALS. 

The newly elected officers are: 

President—R. L. Loy, Jr., superintendent, Okla- 
homa City General Hospital 

Secretary—C. B. Hanna, manager, Chickaska 
Hospital 

The next meeting will be held in Oklahoma City 
in December, 1937 


Coming Meetings 

National Methodist Hospitals, Homes and Dea- 
coness Association, Cincinnati, Ohio, February 17-19 

Massachusetts Hospital Association, Boston, Feb- 
ruary 25 

New England Hospital Association, Boston, Mas- 
sachusetts, February 25-27 

Alabama, Florida, and Georgia Hospital Associa- 
tions, Atlanta, Georgia, April 8-10, 1937 

Association of Western Hospitals and the Asso- 
ciation of California Hospitals, Los Angeles, April 
12-15 

Ohio Hospital Association, Columbus, April 13-15 

Texas Hospital Association, Lubbock, April 23-24 

Iowa Hospital Association, Dubuque, April 26-28 

Tri-State Hospital Association (Illinois, Indiana 
and Wisconsin), Chicago, May 5-7 

Mississippi Hospital Association, Meridian, May 10 

Minnesota Hospital Association, Rochester, May 
13-15 

Hospital Association of New York, New York 
City, May 20-22 

New Jersey Hospital Association, Atlantic City, 
May 27-28 

Hospital Association of Pennsylvania, Buck Hill 
Falls, June 2-4 

Mid-West Hospital Association, Colorado Springs, 
Colorado, June 10-11 

Manitoba Hospital Association, Brandon, June 
24-25 . 

American College of Hospital Administrators, At- 
lantic City, September 13-17 

American Occupational Therapy Association, At- 
lantic City, September 13-17 
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American Protestant Hospital Association, Atlan- 
tic City, September 13-17 

Children’s Hospital Association, Atlantic City, 
September 13-17 

National Association of Nurse Anesthetists, At- 
lantic City, September 13-17 

American Hospital Association, Atlantic City, Sep- 
tember 13-17 

Hospital Association of Nova Scotia and Prince 
Edward Island, Sydney, Nova Scotia, July, 1937 

Ontario Hospital Association, Toronto, Oct. 25-27 

Kansas Hospital Association, Newton, October 30 


—————— 


Officers of National, State and Provincial 
Associations 
Alabama Hospital Association 
President—C. N. Carraway, M.D., Norwood 
Clinic, Birmingham 
Secretary—Earl Mowry, Norwood Clinic, Bir- 
mingham 
Alberta Hospital Association 
President—James Rodgers, Drumheller Municipal 
Hospital, Drumheller 
Secretary-Treasurer—L. Wilson, Wetaskiwen 
American Association of Medical Social Workers 
President—Ruth E. Lewis, Washington Univer- 
sity, St. Louis, Missouri 
Secretary—Priscilla Keely, Mayo Clinic, Roches- 
ter, Minnesota 
American College of Hospital Administrators 
President—Basil C. MacLean, M.D., Strong Me- 
morial Hospital, Rochester, New York 
Secretary—J. Dewey Lutes, Ravenswood Hos- 
pital, Chicago, Illinois 
American Occupational Therapy Association 
President—Joseph C. Doane, M.D., The Jewish 
Hospital, Philadelphia, Pennsylvania 
Secretary—Mrs. Eleanor Clarke Slagle, 175 Fifth 
Ave., New York City 
American Protestant Hospital Association 
President—A. M. Calvin, Midway and Mounds 
Park Hospitals, St. Paul, Minnesota 
Secretary—E. E. Hanson, Lutheran Deaconess 
Home and Hospital, Chicago, Illinois 
Arkansas Hospital Association 
President—Very Rev. Msgr. John J. Healy, Dio- 
cesan Director of Hospitals, Little Rock 
Secretary—Regina Kaplan, Levi Memorial Hos- 
pital, Hot Springs 
Association of Private Hospitals, Inc. 
President—Harold Hays, M.D., 133 E. 58th St., 
New York City 
Secretary—O. R. Gottfried, 1440 Broadway, New 
York City 
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British Columbia Hospitals Association 
President—E. W. Neel, Box 365, Duncan 


Secretary—J. H. McVety, 411 Dunsmuir St., 
Vancouver 
Association of California Hospitals 
President—George U. Wood, Peralta Hospital, 
Oakland 
Secretary—Thomas F. Clark, Hotel Whitcomb, 
San Francisco 
Canadian Hospital Council 
President—W. R. Chenoweth, Royal Victoria 
Hospital, Montreal 
Secretary—G. Harvey Agnew, M.D., Dept. of 
Hosp. Service, Canadian Medical Association, 
Toronto 
Catholic Hospital Association 
President—Rev. Alphonse Schwitalla, S.J., 1402 
S. Grand Blvd., St. Louis, Missouri 
Secretary—M. Ray Kneifl, 1402 S. Grand Blvd., 
St. Louis, Missouri 
Children’s Hospital Association (Section of American 


Hospital Association) 
President—Howard C. Carpenter, M.D., Chil- 


dren’s Hospital, Philadelphia, Pennsylvania 
Secretary—Edith F. Bateman, R.N., Shriners’ 
Hospital for Crippled Children, St. Louis, Mis- 
souri 
Colorado Hospital Association 
President—Herbert A. Black, M.D., Parkview 
Hospital, Pueblo 
Secretary—William S. McNary, University of 
Colorado Medical School and Hospital, Denver 
Connecticut Hospital Association 
President—Albert W. Buck, Ph.D., New Haven 
Hospital, New Haven 
Secretary—Anna M. Griffin, Danbury Hospital, 
Danbury 
Department of Hospital Service, Canadian Medical 
Association 


Secretary—G. Harvey Agnew, M.D., 184 College 
Street, Toronto 
Florida Hospital Association 
President—Mary Corbitt, James M. Jackson Me- 
morial Hospital, Miami 
Secretary—Fred M. Walker, Duval County Hos- 
pital, Jacksonville , 
Georgia Hospital Association 
President—W. D. Barker, Georgia Baptist Hos- 
pital, Atlanta 
Secretary—Charles W. Curry, M.D., Warren A. 
Candler Hospital, Savannah 
Hospital Association of the State of Illinois 
President—Maurice Dubin, Mt. Sinai Hospital, 
Chicago 
Secretary—Charles A. Lindquist, Sherman Hos- 
pital, Elgin 
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Indiana Hospital Association 
President—Gladys Brandt, R.N., Cass County 
Hospital, Logansport 
Secretary—Albert G. Hahn, Deaconess Hospital, 
Evansville 


Iowa Hospital Association 
President—G. T. Notson, Methodist Hospital, 
Sioux City 
Secretary—F. P. G. Lattner, Finley Hospital, Du- 
buque 


Kansas Hospital Association 
President—Rev. John E. Lander, Wesley Hos- 
"pital, Wichita 
Secretary—John T. Axtell, M.D., Axtell Christian 
Hospital, Newton 


Kentucky Hospital Association 
President—Edward Guerrant, M.D., Guerrant 
Hospital, Winchester 
Secretary—Elsie L. Delin, Children’s Free Hos- 
pital, Louisville 


Louisiana Hospital Association 
President—Arthur Vidrine, M.D., Charity Hos- 
pital, New Orleans 
Secretary—Mres. I. B. Stafford, Baton Rouge Gen- 
eral Hospital, Baton Rouge 


Maine Hospital Association 
President—T. A. Devan, M.D., Eastern Maine 
General Hospital, Bangor 
Secretary—Margaret A. Hebert, Gardiner Hos- 
pital, Gardiner 


Manitoba Hospital Association 
President—G. S. Williams, M.D., Children’s Hos- 
pital of Winnipeg, Winnipeg 
Secretary—O. C. Trainor, M.D., Misericordia 
Hospital, Winnipeg 


Massachusetts Hospital Association 
President—Henry M. Pollock, M.D., Massachu- 
setts Memorial Hospital, Boston 
Secretary—Norman C. Baker, M.D., Massachu- 
setts General Hospital, Boston 


Michigan Hospital Association 
President—Donald M. Morrill, M.D., Blodgett 
Memorial Hospital, Grand Rapids 
Secretary—Robert G. Greve, University Hospital, 
Ann Arbor 


Mid-West Hospital Association 
President—William S. McNary, University of 
Colorado School of Medicine and Hospitals, 
Denver, Colorado 
Secretary—Florence King, Jewish Hospital, St. 
Louis, Missouri 





Minnesota Hospital Association 
President—A. F. Branton, M.D., Willmar Hos- 
pital and Clinic, Willmar 
Secretary—A. M. Calvin, Midway and Mounds 
Park Hospital, St. Paul 


Mississippi Hospital Association 
President—A. M. McCarthy, M.D., Electric Mills 
Secretary—Leon S. Lippincott, M.D., Vicksburg 
Sanitarium, Vicksburg 


Missouri Hospital Association 
President—L. C. Austin, Menorah Hospital, Kan- 
sas City 
Secretary—Florence King, Jewish Hospital, St. 
Louis 


Montreal Hospital Council 
President—W. R. Chenoweth, Royal Victoria 
Hospital 
Secretary—A. L. C. Gilday, M.D., Montreal Gen- 
eral Hospital, Western Division 


National Association of Nurse Anesthetists 
President—Hilda R. Salomon, R.N., Jewish Hos- 
pital, Philadelphia, Pennsylvania 
Secretary—Mary L. Goodman, 2065 Adelbert 
Road, Cleveland, Ohio : 


National Methodist Hospitals, Homes, and Deaconess 
Association 
President—Albert Z. Mann, International Y.M. 
C.A. College, Springfield, Massachusetts 
Secretary—Guy M. Hanner, Beth-E] General 
Hospital, Colorado Springs, Colorado 


New Brunswick Hospital Association © 
President—Mother Audet, R.N., Hotel Dieu Hos- 
pital, Campbellton 
Secretary—Fred I. Haviland, Victoria Public 
Hospital, Fredericton 


New England Hospital Association 
President—Mrs. Lucy Abbott Pollock, R.N., Wil- 
liam W. Backus Hospital, Norwich, Connecticut 
Secretary—Albert G. Engelbach, M.D., Massa- 
chusetts General Hospital, Boston, Massachu- 
setts 


New Jersey Hospital Association 
President—Edgar C. Hayhow, Paterson General 
Hospital, Paterson 
Secretary—Fred W. Heffinger, Mercer Hospital, 
Trenton 


Hospital Association of the State of New York 
President—Ernest G. McKay, Arnot Ogden Me- 
morial Hospital, Elmira 
Secretary—Carl P. Wright, General Hospital, 
Syracuse 


North Carolina Hospital Association 
President—Moir S. Martin, M.D., Martin Memo- 
rial Hospital, Mt. Airy 
Secretary—M. E. Winston, Rex Hospital, Raleigh 


North Dakota Hospital Association 
President—J. T. Tollefson, St. Luke’s Hospital, 
Fargo 
Secretary—Halvor H. Halvorson, Trinity Hos- 
pital, Minot 


Hospital Association of Nova Scotia and Prince Ed- 
ward Island 
President—D. J. Hartigan, M.D., New Waterford 
Secretary—Anne Slattery, R.N., Windsor 


Ohio Hospital Association 
President—Guy J. Clark, The Cleveland Hospital 
Council, Cleveland 
Secretary—Ralph W. Jordan, 1925 A.I.U. Tower, 
Columbus 


Oklahoma State Hospital Association 
President—R. L. Loy, Oklahoma General Hos- 
pital, Oklahoma City 
Secretary—C. B. Hanna, Chickasha Hospital, 
Chickasha 


Ontario Hospital Association 
President—J. H. Holbrook, M.D., Hamilton 
Mountain San., Hamilton 
Secretary—Fred W. Routley, M.D., Ontario Di- 
vision of Canadian Red Cross, Toronto 


Oregon Association of Hospitals 
President—R. W. Nelson, Portland Sanitarium, 
Portland 
Secretary—Grace Phelps, R.N., Doernbecher Me- 
morial Hospital for Children, University of 
Oregon Medical School, Portland 


Hospital Association of Pennsylvania 
President—Melvin L. Sutley, Delaware County 
Hospital, Drexel Hill 
Secretary—John N. Hatfield, Pennsylvania Hos- 
pital, Philadelphia 


Hospital Association of Rhode Island 
President—Walter Wright, Pawtucket Memorial 
Hospital, Pawtucket 
Secretary—Helen M. Blaisdell, Westerly Hospital, 
Westerly 


Saskatchewan Hospital Association 
President—J. E. Needham, Unity 
Secretary—G. E. Patterson, General Hospital, 
Regina 


South Carolina Hospital Association 
President—H. H. McGill, Columbia Hospital, 
Columbia 
Secretary-Treasurer—Charles H. Dabbs, Tuomey 
Hospital, Sumter 
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CLASSIFIED ADVERTISEMENTS 


R ATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
* number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


THE FOLLOWING CLASS OF ADVERTISEMENTS WILL BE ACCEPTED: 


POSITIONS WANTED. 
POSITIONS WANTED THROUGH PLACEMENT BUREAUS. 
POSITIONS OPEN. 


Commercial announcements accepted at the same rate. 


POSITIONS OPEN THROUGH PLACEMENT BUREAUS. 
SCHOOLS, SPECIAL INSTRUCTION, ETC. 
FOR SALE. 


Remittance must accompany classified advertisements. 





CONSULTANTS 


POSITIONS OPEN 





Charles S. Pitcher 
Hospital and Institutional Consultant 
1521 Spruce St. 
Philadelphia, Pa. 





POSITIONS WANTED 





SUPERINTENDENT—Graduate, registered nurse. two years’ 
College education. Wide administrative hospital experi- 
ence. Splendid references from officers of former hos- 
pitals. Address Box LA, HOSPITALS. 





RECORD LIBRARIAN, registered. Young woman with over 
ten years’ experience as director of department. Thor- 
ough knowledge of filing, classification of diseases, med- 
nn 7 tae and statistics. Address Box LB, HOS- 

ITA 4 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


ADMINISTRATOR—Graduate nurse; B.S., M.A. degrees; 
several years instructing experience; four years, director 
of nurses, large eastern hospital where school advanced, 
quickly attaining recognition as one of best in its state; 
four years, director of professional activities, large hos- 
pital. which included duties of assistant administrator; 
recommended as remarkable woman possessing rare per- 
sonal charm. well qualified to serve as administrator, 
fairly large institution. No. 361, Medical Bureau, Pitts- 
field Building, Chicago. 


PATHOLOGIST—B.A., B.S. degrees, state university; M.D., 
one of country’s leading medical schools; two years, 
pathologist to state board of health; three-year fellow- 
ship in pathology; four years’ excellent experience. No. 
362, Medical Bureau, Pittsfield Building, Chicago. 


TECHNICIAN—Registered; A.B., M.A. degrees, state uni- 
versity; five years, technician to small group of phy- 
sicians; three years, laboratory technician, 150-bed hos- 
pital. No. 363, Medical Bureau, Pittsfield Building, Chi- 
cago. 


ADMINISTRATOR—Young man with college degree; four 
years, assistant to one of country’s best known admin- 
istrators; six years. superintendent, 200-bed hospital. No. 
364, Medical Bureau, Pittsfield Building, Chicago. 


RADIOLOGIST—Degrees from leading schools; university 
hospital internship; four years’ excellent training in 
radiology and therapy; three years in charge of radiology, 
150-bed hospital. No. 365, Medical Bureau, Pittsfield 
Building, Chicago. 


DIRECTOR OF NURSES—B.S. degree; graduate of Uni- 
versity of Michigan Hospital; nine years’ successful 
teaching experience; four years, director ef nurses, 150- 
bed hospital. No. 366, Medical Bureau, Pittsfield Build- 
ing, Chicago. 


DIETITIAN—B.S.. eastern school; student dietetic course, 
teaching hospital; three years’ excellent experience. No. 
367, Medical Bureau, Pittsfield Building, Chicago. 


INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R. N., Director 
332 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT OF NURSES—College graduate. New 
York registration. 100 bed hospital, New York State. 
Open February. 


DIRECTRESS OF NURSES—Educational qualifications and 
experience. 150 bed Pennsylvania hospital. 


SCIENCE INSTRUCTOR—With teaching experience. 200 
Lapa — New York State. (a) 350 bed New Jersey 
ospital. 


SUPERVISORS — MEDICAL, SURGICAL, OBSTETRICAL, 
PEDIATRIC, AND OPERATING ROOM—Experienced. 
Excellent salaries. All states. 


GENERAL DUTY—Graduate nurses, recent graduates con- 
sidered. 8-hour duty. Very good salaries and living 
conditions. Openings in all localities. 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 





ANESTHETIST—Qualified to use Heidbrink gas machine, 
willing to do general duty when not giving anesthetics; 
21 bed southern hospital, newly opened, now under con- 
sideration for registration; $75.00 with maintenance and 
laundry aHowance. 


ASSISTANT DIETITIAN—Want one who has specialized in 
Diet Therapy, to take charge of Diet Kitchen in 1660 
bed New England hospital; $75.00 and complete mainte- 
nance. 


OPERATING ROOM SUPERVISOR—Post graduate training, 
qualified to teach operating room technique; 85 bed mid- 
west hospital, $85.00 and full maintenance. 


OPERATING ROOM STENOGRA PH ER— RECORD 
LIBRARIAN—For south central hospital of 300 beds; 
25-35, Catholic preferred; salary open. 


PEDIATRIC NURSE—For 125 bed west central hospital, 
salary open. 


NURSE-TECHNICIAN—Experienced in supervising, 30-35, 
very little laboratory and x-ray; $90.00 and board. 


X-RAY TECHNICIAN—For busy laboratory in 115 bed mid- 
west hospital; under 35; $85.00 and maintenance. 


(Continued on page 143) 
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